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APDIGYysL 


DIGITOXIN with AMINOPHYLLINE 


Digitoxin 0.05 mg. 
Aminophylline 50.0 mg. 
For rapid digitalisation with increased diuresis in 
Congestive heart failure Cardiac asthma 
Auricular flutter Auricular fibrillation 


THE ANGLO-FRENCH \DRUG CO. LTD. 11-12 GUILFORD STREET, LONDON, w.C.! 








IMMEDIATE 


CONTROL OF 


ASTHMA 








Before the underlying cause of asthma can be deter- 

mined the physician invariably looks for an immediate 
measure for controlling the chief lesion BRONCHOSPASM. 
Complete reliance can be placed on FELSOL—prescribed for 
years by doctors for its immediate and sustained effect in 
relieving asthma attacks. Non-narcotic and non-cumulative 
FELSOL is easy to take and gives full relief in perfect safety. 








%*& NO CONTRA-INDICATIONS linea! sample and Mterature on vequeit 


ras OS a Se BRITISH FELSOL COMPANY LTD., 206/212, ST. JOHN STREET, LONDON, E.6.1 
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4 Safe, Soothing, Sedative 








All percentages w/u 
Mode of issue : Collapsible tubes containing 25 gms. 
May be freely prescribed on Form E.C.10. 
Professional sample and literature on request from : 
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R.B.C. is of great value in the treatment of @ Memorandum No. 34, a completely revised 
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soothing effect produced on the application of d h P d Shock’ 
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The Treatment of 
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from the Government Bookshops 
or through any bookseller 
In the U.S.A. from British Information Services, 
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CLINICAL LABORATORY METHODS AND DIAGNOSIS 


A Textbook on Laboratory Procedures with their Interpretation 
FIFTH EDITION, REVISED 


By R. B. H. GRADWOHL, M.D., D.Sc. 
In Two Volumes, with a Complete Index of 157 Pages in each Volume 
10” x 63” 2451 Pages 765 Illustrations and 52 Coloured Plates Cloth Price £14 net 
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A Superior Buffered Analgesic 


“ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 
sometimes caused by the use of aspirin alone. , 

























‘Alasil’ is an advanced sedative and antipyretic; ALASIL 


it does not tend to induce gastric irritation ; use 
A h| van if aq ge S of its high tolerability, it may be used for long-term JUVENILE 
administration even to those with sensitive TABLETS 


stomachs, and to children. 
Alasil * Juvenile’ 





‘Alasil’ Tablets contain the recognized antacid able cial 
e AW corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- ae quae 
MTNSLONRALOLE ide), which permits their sedative principle, acety!- sized for’ child- 
salicylic acid, to exert its action with minimal risk ren, and neither 
of side-effects. coloured nor 
: ; Symptomatic pain generally; rheumatism, fibro- flavoured, are 
Ind Ter ballin sitis, lumbago, headache, dysmenorrhoea; dental packed in tubes 
pain. bearing dosage-for- 


TO PHARMACISTS (P.T.exemp for dispensing) age instructions. 


: Standard size: 1000 in 25 4 Po 
Packs & Prices .SJavenile? size: 375, 6/6: 950. 11/8: 1500, 21/6. qp 


cats 
ae 
asi nat 
Tm 2 4 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.I. 
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THE HIGHER BLOOD LEVELS OF PENICILLIN V, 
IN TWO CONVENIENT FORMS 


COMPOCILLIN-V is Abbott’s trade mark for its 





penicillin V products. Penicillin V shows greater stability in stomach 
acid and gives higher blood levels than salts of penicillin G. 

Indicated for all infections produced by penicillin-sensitive organisms 
amenable to oral therapy. Usual dose is one teaspoonful ’ 


of suspension or one Filmtab every four to six hours. 


Compocillin-V ... 


COMPOCILLIN-V (Hydrabamine penicillin V) oral suspension containing 180 mg. 
(300,000 units) per 5 ce. teaspoonful is packed in 80 cc. bottles. 


COMPOCILLIN-V (Potassium penicillin V) 250 mg. (400,000 units) Filmtabs are 
packed in bottles of 25. 


ABBOTT LABORATORIES LIMITED -LONDON 
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— RESPEDRINE 


BRONCHO-SPASMOLYTIC TABLETS 








® Vital capacity of the 
lungs is increased. 


® Two-in-one tablet giving 
immediate relief sus- 
tained for several hours. 


Sample and literature free on request. 


KUMAR (London) LTD. 


Taken at the onset of asthmatic attack, Isoprenaline Sulphate 
in RESPEDRINE aborts the spasm and dilates the bron- 
chioles, producing immediate relief. 

To maintain this relief, RESPEDRINE contains two 
slower but longer-acting drugs—Ephedrine and Theophylline. 
A small amount of Phenobarbitone is included for sedation, 
and counteracts the stimulant action of Ephedrine. 








® Does not have any ———_—_—_—_—— FORMULA 
stimulating effect. Isoprenaline Sulphate 15 mg. 
Ephedrine Hydrochloride 1S mg. 
© Packs 100’s 12s., 500’s ane wall "aan 
55s. 











May be freely prescribed on form E.C.10. “ Respedrine’’ is a registered Trade Mark. 
91, Belmont Hill London, S.E.13. Tel. : LEE Green 5698 
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DUNCAN FLOCKHART of Edinburgh 


FURADANTIN 


brand of nitrofurantoin 





the safe oral chemotherapeutic 
for those ‘ difficult’ urinary infections 


DUNCAN, FLOCKHART & CO LTD 


Wheatfield Road The Doctors’ 4 Carlos Place 
EDINBURGH 11 LONDON Wi: 
Edinburgh 63922 House MAYfair 2355 
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SUCCESSFUL TREATMENT OF 


VARICOSE ULCERS 


In a clinical trial (Medical Press, 1951, 226, 483) on 103 cases of 
varicose ulceration, 100 either healed or improved by treatment 
with Viacutan Solution and tight supportive bandaging. More 
recently (Brit. Med. J., 1957, i, 43) 61 cases of gravitational and 
ischaemic ulcers were treated with a new Viacutan Emulsion 
(1% Silver Dinaphthylmethane Disulphonate) applied under tight 
supportive bandaging with the following advantages :— 

There was no pain on application and on pressure bandaging ; 
Dressings were avplied only once daily and were removed with- 
out discomfort ; The healing time was shortened. Once the ulcers 
have been dried up as a result of applying Viacutan Emulsion, 
dressings of Viacutan Cream, covered by the tight bandaging, may 
be used as an alternative. 





i 


Highly penetrating bactericide which 
(acl an «yee stimulates healing 


Supplies : Emulsion—100 and 400 c.c. bottles ; Cream—25 gm. tubes 


Detailed literature and samples are available on request 


wwe, WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 
Telephone : HOLborn 5992. Telegrams : Duochem Westcent, London 
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“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 











between the gum and cheek. Thus, with each act of 


swallowing, alkali is carried down over the gullet to the 






stomach, It is remarkable how little is the quantity needed 






to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). .. .” 


Practitioner, January, 1957. 
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NULACIN 


THERAPY 
—Simple, safe, effective 














106036) 
NaOH is: Hiiisiadpestecrstesppasessssipeascass 
Broo ome free HCL 
GASTRIC ANALYSIS 


A Nulacin tablet effectively depresses the concentra- esting 4 4 2 y ch rh 12 ook 25 23 oak 
tion of gastric HCl in peptic ulcer and other : 
conditions of hyperacidity. It also provides protection 
against gastric HCl to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. 





Pharmaceutical Division, 
Slough, Bucks., England 
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The hazards of our modern urban civilization provide a rich harvest 
of strains and sprains. Elastoplast Bandages are used as routine in the 
remedial procedures following such injuries. 

Porosity of Elastoplast Bandages permits free evaporation of sweat. 


Firm elastic support with desired amount of stretch and regain is © 


assured. 

Adhesive is not spread to the fluffy edges of the bandage—mini- 
mising rucking of bandages and soiling of overlying stockings. 
Elastoplast Bandages are made to the well-known Smith & Nephew 
high standard of quality. 

Elastoplast elastic adhesive porous bandages are available in 3-yard 
lengths and 2”, 24”, 3” and 4” widths. Prescribable on Form E.C.10. 


Elastoplast 


Elastic adhesive bandages (Porous) B.P.C. 


product SMITH & NEPHEW LTD: 








WELWYN 





For a sprained ankle the Elastoplast 
should be applied from without, 
inwards, from the base of the toes to 
the knee. It should be applied as 
soon after the accideht as possible, 
thus immediately providing firm 
support and controlling the for- 
mation of effusion and hematoma. 
Small pads of wool on plasticine in 
the malleolar sulci prevent hematoma 
formation. 


GARDEN CITY: HERTS 
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Moniliasis 


VULVOVAGINAL CANDIDIASIS 





Gentersal 
CREA 


A new, effective, well-tolerated form 
of gentian violet therapy 


=> rapid response 
=> less irritating 
=) less staining 


gentian violet 0.05% and 
alkyldimethyl-benzylammonium chloride 0.05% 





LITERATURE ON REQUEST 
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Acute infections, surgery of the alimentary tract and the PARENTROVITE for Viuroses & Psychoses 


An injectable preparation of B vitamins and 
vitamin C in high concentration. 

(In boxes of 3 pairs of ampoules. 

Hospital packs also available.) 


administration of antibiotics are particularly associated with 
impaired absorption or utilisation of the vitamin B-complex. 
Initial intensive therapy (oral or parenteral) is provided by 
OROVITE for Oral use 


A preparation containing the same B-complex 
vitamins in high concentration, is also available. 
In tablets and elixir. 


@ 


(DEPT. B9) UPPER MALL, LONDON, W.6, 


Becovite, with subsequent maintenance by Befortiss. 


For intensive therapy BECOVITE B Complex 


Tablets, 2 ml. Ampoules (Boxes of 3 pairs) Elixir (6 fl. oz.) 


For maintenance therapy BEFORTISS B Complex 


Tablets, 1 ml. Ampoules (Boxes of 5) Ehxir (6 fl. oz.) 


FULL DSTAILS OF PACKS AND PRICES ON REQUEST. ALL PRESCRIBABLE ON THE N.H.S. 
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In nervous tension and anxiety neuroses 


To RESTORE tone and tranquillity in the emotionally disturbed and over- 
wrought patient is one of the most valuable functions of ‘Mepavlon’, the tranquillising 
drug made by I.C.I. ‘ Mepavlon’ is distinguished by its ability to promote equanimity 
and to relax muscle spasm. It has proved highly effective in the treatment of anxiety 
neuroses, states of tension and stress and a variety of neurological disorders. 

Safety in use is a further characteristic: ‘Mepavlon’ has 
no action on the autonomic nervous system, its toxicity is 
low, and side effects following its use are rare. 

‘Mepavion’ is available in tablets of 400 mg., in packings 
of 30 and 250. 





‘Mepavion?’ (meprobamate |.C.1.) 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.737 
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Favoured Treatment 


fae little luxuries extended to ailing children do not 
often include an ingratiating medicine. There is a 
need for palatable and harmless forms of the drugs given 
to young patients. Aspirin, one of the commonest, is, 
for instance, one of the most unpleasant, and can be 
harmful to the delicate gastric mucosa. 


On the other hand, most children will readily take 
aspirin in the form of Junior Paynocil. These tablets are 
really pleasant to take; they disperse instantly on the 
tongue without water, and minimise the risk of gastric 
irritation due to aspirin. 


Junior 


PAYNOCIL 





Junior Paynocil tablets each 
contain 2} grains of aspirin 
and 1} grains of glycine. 
Besides speeding disintegra- 
tion and eliminating the 
unpleasant aspirin flavour, 
glycine confers on each 
aspirin particle a lubricant, 
demulcent and protective 
barrier. 


Packages 


Cartons of 20 in sealed foil strips. 
Tax free dispensing packs’ of 240. 
Basic N.H.S. cost: 12/- 

PRICE NOW REDUCED 


Cc. L. BENCARD LTD., PARK ROYAL, LONDON N.W.10 
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~~ Pre-eminent 


locally too.. a 





ACHROMYCIN tetracycline is unsurpassed 
among broad-spectrum antibiotics. Not 


only is this true in severe generalized 





infections but in the strictly localized 
conditions too, where topical application 
of the drug can be relied upon to exert 
intensive antibacterial action — right at the 
site of infection — with gratifying certainty 
and with the minimum of side reactions. 
This valuable property of ACHROMYCIN 
has led to the formulation of a compre- 
hensive range of topical presentations — 
each with a well defined place and purpose 


in general and hospital practice. 


ACHRORMYCIRN 


* REGD. TRADE MARK TETRACYCLINE 


SKIN INFECTIONS ~- Achromycin Ointment 3% 


EYE INFECTIONS - AchRromycin Ophthalmic 
Ointment 1% 


os ACHROMYCIN Ophthalmic 
e Powder Sterilised 


\ EAR INFECTIONS ~- Acwromycin for Ear Solution 
THROAT INFECTIONS - Achromycin Troches 


_/ LEDERLE LABORATORIES DIVISION 
Gyanamid oF GREAT BRITAIN LTD., London, WC2 





EYANAMID 


\ 1907 |) 1957 
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Removed this easy way 





The removal of wax from the external 
auditory meatus has, in the past, normally 
entailed attendance by the patient for diagnosis 
and for the prescription of a suitable 
loosening agent, and a second attendance 

a few days later for syringing. Now, by the 
use of Cerumol Ear Drops, wax can 

be removed in most cases at one 

visit. A few drops of Cerumol can be 
instilled into the ear and, while another 
patient is being attended to, the soft cerumen 
dissolves and the harder wax disimpacts. 
The wax can then be removed by 

gentle syringing or with cotton wool. The 
wax may even be found to run out 

of the ear on its own accord, 

in which case patients themselves may. instil 
Cerumol at home, obviating further attendances. Cerumol is anti-bacterial, 
non-irritating and harmless to the lining of the external auditory 

meatus or the tympanic membrane. Cerumol is 

included in Category No. 4 of the M.O.H. classified list and 

may be prescribed on N.H.S. ‘Form E.C.10. 





EAR DROPS 


for the easier removal of wax 


CERUMOL 


Regd TRADE MARK 





Distributors in U.K. 

TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, 

MIDDLESEX. Telephone : WAXlow 2244 PACKS for Surgery Use: 
10 c.c. vial —-~separate 


If you wish to test for yourself and have not received recently a 10 c.c. vial dropper inchaled, 


please write or telephone direct to: (Basic N.H.S. price 2/8.) 
LABORATORIES FOR APPLIED BIOLOGY LIMITED, For Hospital Use: 2 oz. 
91, AMHURST PARK, LONDON, N.16 Telephone STAmford Hill 2252 and 10 oz. bottles. 
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the modern 


contact laxative 


for oral and 


rectal administration 


—_, 


MMijyyy 


Ya Wd i. 








Stirs the sluggish bowel into action. 
Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


Dulcolax enteric coated tablets of 0.005 g.- Bottles of 30 and 200 


Dulcolax suppositories of 0.01 g.- Boxes of 6 and 50 
& LEWIS LABORATORIES LTD., LEEDS 9 
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Summer Bane... 


Hay Fever brings ntisery and discomfort to thousands at this 
time of the year. Pabracort Insufflations have proved their value 
in the control of Hay Fever both by clinical trial and in general 
practice. Dramatic relief is usually obtained within two or three 
days and complete alleviation after two weeks treatment. 
Each insufflation capsule contains 15 mg. hydrocortisone 
acetate in a specially prepared snuff base (micronized ). 


Reference: Lancet (1956) i., 537 


PABRACORT 





INSUFFLATIONS 


Packings: Pabracort outfit (10 capsules and insufflator) 
Capsules 10, 25, 100 


PAINES AND BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 
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Clinically proven 
SPARINE 


(PROMAZINE HYDROCHLORIDE) 


the new 
phenothiazine derivative 


Sparine has already brought decisive and 
dramatically effective relief to many hundreds of j 
patients. It calms the troubled seas of the mind. 
Most of the published clinical reports 

are concerned primarily with its use in the 
management of psychiatric conditions. But evidence 
is accumulating rapidly in support of the many 
other indications for this drug in everyday 

medical practice. 

Sparine not only controls psychomotor overactivity : 
it is also synergistic with analgesics, hypnotics 

and anaesthetics, and is a potent anti-emetic. Little 
wonder, therefore, that the predictions of the 
pharmacologists have been amply justified by the 
successes of Sparine treatment in such diverse 
conditions as terminal carcinoma and nausea of 
pregnancy. Full details of indications and dosage 


will be supplied on request. 


PACKS: 

For parenteral administration— 
5% solution (50 mg. per ml.) in 2 ml, 
ampoules. Boxes of 10. 


For oral administration—- 
Coated tablets of 25 mg. (yellow). 
50 mg. (orange). 
100 mg. (red). 
Bottles of 50 and 250. 


yeh 


The word ‘Sparine’ is a trade mark 
JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Road, London, N.W.1. 


Sp.! 
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Both these patients have hay-fever a 





but one does best on 


AMBODRYL BENADRYL 


combined antihistamine and 


high-potency antihistamine 


with minimal side-effects 


AMBODRYL™ (Bromazine hydrochloride, 
Parke-Davis) is supplied in capsules of 25 mg. or 
as AMBODRYL ELIXIR containing 10 mg. 

in each teaspoonful. Average adult dose: 

25 mg. three or four times a day. 


* Trade Mark 


PARKE, DAVIS & CO. LTD. (inc. USA) HOUNSLOW 


Telebhone: Hounslow 236! 


Vern? 


while the other responds better to 


antiacetylcholine action 
y 


BENADRYL (Diphenhydramine hydrochloride, 
B.P.C., Parke-Davis) is supplied in capsules 

of 25 mg. and 50 mg. or as BENADRYL ELIXIR 
containing 10 mg. in each teaspoonful. Average 
adult dose: 50 mg. three or four times a day. 


* Trade Mark 


MIDDLESEX 


72 
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with 


ACH RON, 


Absorption 


ACHROMYCIN V is Lederle’s latest con- 
tribution to medical science. It results 
from intensive research on methods of 
increasing the therapeutic potency of 
ACHROMYCIN tetracycline—already recog- 
nised as today’s foremost self-sufficient 
broad-spectrum antibiotic. AcHRoMyYCcIN V 
consists of ACHROMYCIN tetracycline 
buffered with sodium metaphosphate— 
believed to have the ability of binding 
certain metalions present in the intestinal 
tract, which, when free, combine with 
some of the tetracycline and prevent its 
absorption. ACHROMYCIN V is now available 


LEDERLE 


LABORATORIES 


BUFFERED WITH SODIUM METAPHOSPHAT 


is faster... blooc 


to doctors who want the maximum benefits 
from oral therapy with ACHROMYCIN. 

Initial clinical investigations show that 
ACHROMYCIN V possesses all the acknow 
ledged clinical virtues of ACHROMYCI 
tetracycline plus the following advantages: 

It is more rapidly absorbed from 

the intestinal tract; 

It provides higher blood levels of 

tetracycline more rapidly; 

The high tetracycline levels attained 
with AcHRomycIN V are noticeable even 
within the first hour or two after ad- 
ministration. 


DIVISION 
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A levels higher | 








fits ACHROMYCIN V can be used for the same 


hat wide range of infections for which AcHRo- 


ow MYCIN tetracycline has been employed. 


CINE SUGGESTED DOSAGE: As for ACHROMYCIN, i.e. 





wa for the average adult, 1 Gm. pDaiLy in 
divided doses. 
ACHROMYCIN V is presented in capsules 
containing 250 mg. AcHRomyciIn tetra- 
8 cycline, and 380 mg. Sodium Metaphos- 
ad-§ phate. 


Bottles of 16, 100 and 1,000 Capsules. 
* d k. 


1 
Regd. Trademark. 
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SCLAVO'S preparations 


widely used throughout the world 


SERA - VACCINES - TOXOIDS 


Antigens for serodiagnosis of syphilis 


Diagnostic Reagents 


PHARMACEUTICAL SPECIALITIES 
CHLORAMPHENICOL 


A wide and interesting range of Chloramphenicol and Corticosteroid preparations 





Prepared by 
ISTITUTO SIEROTERAPICO E VACCINOGENO TOSCANO 


Direttore : ap SCLAVO o SIENA 


Prof. Dr. Domenico d’Antona * ( Ital y ) 
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= treatment of fe 


- hay fever .. 





SANDOSTEN’* NASAL SPRAY | 


(Thenalidine) (*T rade Mark) 


Sandosten Nasal Spray contains 


thenalidine (an antihistamine), calcium 





and ephedrine. It ensures long-lasting nasal 

decongestion without the “rebound effect” observed 

after the use of some vasoconstrictors. 

Plastic Nebulizers of 10 ml. Basic N.H.S. Price: 3/4 


Literature and samples are available on request. 


SANDOZ PRODUCTS LIMITED 
134 Wigmore Street, London, W.1. 
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KOLANTYL 
TABLETS 


for peptic ulcer therapy 








NOW IN 
CONVENIENT 


ROLL-PACKS 


and 
considerably 
reduced in 
price 








ee 


KOLANTYL GEL 


For cases where a liquid preparation is pen ped Ses Gram 
preferred, ‘Kolantyl’ is available in a palatable, | ‘Merbenty!’ (diethylaminocarbethoxybicyclohexyl 
| ydrochlioride) meg. 
1 sant ; Aluminium Hydroxide Gel. 400 mg 
easily-administered fluid form as Gheatestenedheiae 200 mg 
. . . Sodium Lauryl Sulphat 25 mg. 
‘Kolantyl’ Gel. This is particularly acceptable Mebgietitee's 100 me. 
when taken in milk. Like the tablets, DOSAGE 
. P 1 ‘Kolanty!’ Ge 4 teaspoonfuls 3 or 4 times daily, 
Kolantyl’ Gel contains balanced antacids, with or without a little water or milk 









ts: 2 tablets 3-4 times daily. 


a spasmolytic agent, a demulcent and PAS SEES MDME NN 7 aE. 


. x : PACKS 
an antilysozyme and antipeptic agent— ‘Kolantyl’ Gel—12 oz. bottles. 


*Kolantyl’ Tablets—cartons containing 4 or 2( 


in one economic product. roll-packs (48 or 240 tablets respectively) 
Meo ca a NOW 6/6 & 30/4 BASIC N.H.S. COST 
Research / 


KOLANTYL TABLETS & GEL 


complete convenient and economical peptic ulcer therapy 


distributed in the United Kingdom & Irish Republic by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the Wm. S. Merrell Company, London 
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(id 


Upon many of its victims, hay-fever imposes an almost 
intolerable burden . . . a life sentence of disrupted summers. 
To such patients, ‘ Actidil’ can mean the rediscovery of 
summer’s pleasures. Most potent of all antihistamines, 

‘ Actidil’ is remarkably quick to take effect. Indeed, the 
interval between administration and onset of relief has been 
reduced to a matter of minutes. Yet these exceptional benefits 
are available to patients of all ages, for ‘ Actidil’ has a 
particularly wide safety margin and little tendency to evoke 
the drowsiness and other side-effects so often associated with 


antihistamine action. 


TODAY’S MOST POTENT ANTIHISTAMINE 
yet safe for your youngest patient 


FOR ADULTS 
Tablets (2°5 mgm.) : Bottles of 25, 100 
“ACTIE Di L* nti 
FOR INFANTS AND CHILDREN 
AND TRIPROLIDINE HYDROCHLORID Elixir (1 mgm. * Actidil’ per fluid 


drachm) : Bottles of 20 fl. bz. 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
and 18, MERRION SQUARE, DUBLIN. Telephone Dublin 65751-2 
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Well in the lead... 


Penicillin-V Lilly is an effective oral penicillin that is 
stable in the acid form and is not inactivated by gastric 
secretions. For the first time in oral penicillin therapy, 
clinical results produced are consistently comparable 
with treatment by parenteral penicillin. 

When the case calls for penicillin, let Penicillin-V 
Lilly—the penicillin that “ passes the acid test ”—be 
your choice. 

The average dose is 0.5 Gm. daily—125 mg. four 
times im 24 hours, increased in severe infections. 
Available as 

*Pulvules’ 125 mg. (200,000 units), also 250 mg. and 60 mg. 





(Paediatric) 
Suspension 62.5 mg. per 5 cc. For Paediatric use. 
and as TasLets and Suspension Penicillin-V-Sulpha, Lilly 


(Penicillin-V with Sulphonamides). 





ELI 





PENICILLIN-V LILLY 


LILLY AND COMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Announcing 


A NEW QUICK-ACTING SHORT-TERM ANALGESIC 


‘Proponesin’ (tablets of a— /\3-piper- DOSAGE: 
ideino-8-hydroxy-y-o-toloxy-propane One or two tablets three or four times a 
hydrochloride) is- equivalent in potency day. 

to and more rapid in onset of actionthan ‘PROPONESIN’ TABLETS 

the commonly used analgesics. each containing 100 mg. of active substance. 
For rapid relief of pain in:— HERPES Bottles of 10 at 1/8: 50 at 5/-: 250 at 17/6 


Basic N.H.S. prices including purchase tax 
ZOSTER ‘DYSMENORRHOEA * TOOTHACHE ; semen Go <i 
HEADACHE « SINUSITIS - BACKACHE Literature ore a GE GUNES OB 


THE BRITISH DRUG HOUSES LTD. 
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Ronatp Bop.iey Scorr 


M.A., D.M. Oxfd, F.R.C.P. 
PHYSICIAN TO H.M. THE QUEEN ; PHYSICIAN TO 
ST. BARTHOLOMEW’S HOSPITAL 


CHRONIC MYELOID LEUKZMIA 
CuRonIc myeloid leukzmia is in many ways the most 





sharp-cut of all the leukemic syndromes. It is marked - 


by a great increase in the granular leucocytes of the 
peripheral blood, which are frequently to be numbered in 
hundreds of thousands per cubic millimetre; the least 
mature are scanty, and the majority fall into the grade 
between the myelocyte and the fully segmented neutro- 
phil. In almost every instance there-is splenomegaly, 
often of massive proportions. 

Nevertheless, it is only one member, although the most 
common, of a group of disorders in which proliferation of 
myeloid cells is the characteristic feature. This prolifera- 
tive process may affect almost exclusively one cellular 
series: in myeloid leukemia, it is the granular cells; in 
polycythemia rubra vera it is the erythroblastic tissue ; 
in essential thrombocythemia it is the megakaryocytes. In 
addition to these relatively ‘‘ pure’’ proliferations an 
infinite gradation of intermediate forms may be distin- 
guished, and the hyperplastic process may affect reticulin- 
forming cells, fibroblasts, and osteoblasts with progressive 
fibrosis or formation of new bone within the medullary 
cavity. This medullary sclerosis may be the most promi- 
nent feature of the disease from its onset, and for this type 
the term myelosclerosis is reserved. Its accompaniments 
are outstanding splenomegaly and a leuco-erythroblastic 
type of anemia without significant leucocytosis. In other 
instances medullary fibrosis accompanies the changes of 
chronic myeloid leukemia (Hutt et al. 1953) or super- 
venes on those of polycythemia vera, of which it forms 
one of the recognised terminations. In a third variety it 
is associated with a blood picture presenting the features 
both of polycythemia vera and chronic myeloid leukemia, 
although the totals of red and white cells seldom reach 
the levels attained in the ‘‘ pure ’’ forms of these disorders. 
For this variant the term chronic erythromyelosis is used, 
and in these patients radiological evidence of intramedull- 
ary new bone formation is usually obtainable. This 
syndrome deserves more general recognition, for it is 
usually accorded the diagnosis either of chronic myeloid 
leukemia or of polycythemia vera; but it is of much 
more indolent course than the former, and the radio- 
logical changes separate it from the latter. 

Besides these five clinical pictures (table v1) which 
stand out from among the innumerable variations of the 
myeloproliferative syndrome, chronic myeloid leukemia 
itself may be subdivided into four types. The first, or 
classical form, is that previously mentioned ; the other 
three are chronic neutrophil (Weil and See 1932), eosino- 
phil (Dittrich 1952), and basophil (Joachim 1906) 
leukemia. The last is an extreme rarity, of which I have 
seen no example. The others are uncommon. I have 


* Thesecond Lettsomian lecture for 1957, delivered before the 
Medical Society of London on Feb. 13. The first was pub- 
lished on May 25 and the third will appear next week. 


TABLE VI—THE MYELOPROLIFERATIVE SYNDROMES 
Cells affected 


Syndrome 








Granular, Erythro- paoe- en 
cells blasts aryo- _culin- 
cytes | forming 
Chronic myeloid leukemia +++ - + + 
Polycytheemia rubra vera. . a +++ f an 
Essential thrombocythemia - - +++ an 
Primary myelosclerosis - ~ + +} + 
Chronic erythromyelosis .. ++ ++ + ++ 
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experience of 3 cases of the chronic neutrophil form and 
2 of the eosinophil form. All are marked by the presence 
of a great preponderance of mature segmented cells, 
rcapectively neutrophil, eosinophil, and basophil in 
granulation. In my limited experience their course is 
longer than that of classical chronic myeloid leukemia. 
This lecture is concerned only with the classical variety 
of chronic myeloid leukemia, and the phrase is used 
hereafter in this sense. Exact figures for the relative 
frequencies of the other variants of the myeloproliferative 
syndrome are not available, but a rough assessment 
suggests that polycythemia vera is almost as common as 
chronic myeloid leukemia, while for every 100 cases of 
chronic myeloid 
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Fig. 4—Age of onset of symptoms in chronic 


myeloid leukaemia. insidious onset 


often makes 
it difficult to fix the date of the first symptoms, 
and all attempts to estimate with precision age-incidence 
and length of survival are open to this objection. In 
about 70% of patients the first symptoms appear between 
the ages of 30 and 60. In the present series the ages of 
onset are shown in fig. 4. The mean age in males was 
46-5, in females 44-6, and for the whole series of 179 
patients 45-1. ,These figures are very similar to others 
published—e.g., 43-6 (Shimkin et al. 1951) and 44 (Ledlie 
1953). There is a suggestion that the age-incidence is 
tending to increase. 

In the present series females were affected slightly 
more frequently than males, the proportions being 52-2% 
and 47-8% respectively. Thirty years ago males were 
apparently more liable to chronic myeloid leukemia than 
were females. A series of 116 cases collected between 1910 
and 1939 was composed of 61% males and 39% females 
(Shimkin et al. 1951). This increase in the incidence in 
females has been noted by other workers (Ledlie 1953). 


The Clinical Picture 

Initial Symptoms 

The onset of symptoms in chronic myeloid leukemia 
is so stealthy that few patients can recall with accuracy 
when they first began to feel ill. Undoubtedly there isa 
long period, which may extend to four years, during 
which health is unimpaired, although the blood will show 
changes characteristic of the disease. Occasionally chance 
decrees that the blood is examined during this ‘ pre- 
clinical ’’ phase, and there are many reports describing 
the unfolding of the disease picturé while the patient bas 
been under observation (Wintrobe and Hasenbush 1939). 

The commonest initial complaint is of tiredness, weak- 
ness, and disinclination for effort ; it was a salient feature 
in nearly two-thirds (58-2%) of the; present series (fig. 5). 
Next in order of frequency were the discovery of the 
splenic tumour by the patient (44/1%), abdominal pain 
(41-3%), and loss of weight (40-1%). The abdominal pain 
is usually referred to the left hypochondrium and often 
described as a sensation of weight or dragging. It is clearly 
occasioned by the massive splenomegaly. Less frequently 
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Asthenia ‘ 582% 
Abdominal tumour 441% 
Abdominal pain 413% 
Loss of weight 401% 
Symptoms of anemia sri% 
Hemorrhagic state 26°1% 
Dyspepsia 249% 
Bone pain 96% 
Ankle edema 56% 
Hernia 39% 
Fig. 5—Pr ing sympt of chronic myeloid leukemia in 177 





patients. 


the first symptom is sharp pain, aggravated by respira- 
tion, and referred to the tip of the left shoulder. It is 
presumably the result of splenic infarction with peri- 
splenitis. Loss of weight may be sufficient to cause the 
patient to seek advice ; in several of our cases it exceeded 
3 st. in six months. It must be related to the raised basal 
metabolic rate, which has long been recognised as 
characteristic of chronic myeloid leukemia (Riddle and 
Sturgis 1927). 

Somewhat less frequently than those already described, 
the initial complaints include such symptoms of anemia 
as palpitation and dyspnea (31-1%), digestive disturbance 
(24-9%), and spontaneous hemorrhages (26-:1%). The 
dyspepsia is usually accompanied by distension, flatu- 
lence, and loss of appetite. Vomiting is uncommon, but 
noted in a few patients. The frequency of spontaneous 
hemorrhage at the onset of the disease is much higher 
than is generally believed. At this stage the platelet- 
count is seldom reduced and the explanation of the 
hemorrhagic state is obscure. 

In the third group of early symptoms are several which 
are interesting—though uncommon. In about 1 case in 
10 (9-6%) bone pain was of sufficient intensity to bring 
the patient to the doctor. In the majority there was ill- 
localised aching in the bones of the legs, but in 3 it was 
referred to one hip-joint. In 2 of these the radiological 
changes suggested ischemic necrosis of the femoral 
head ; in the 3rd an osteolytic lesion of the upper end of 
the bone was demonstrable. (Edema of the legs was noted 
by a few patients (5-6%); in only 2 or 3 did this appear 
to be the result of thrombophlebitis, although venous 
thrombosis is a recognised opening symptom in the 
disease. There was amenorrhea in about 6% of women 
in whom the disease began during the reproductive 
period of life. Priapism is well documented (Scheuer 
1911) but uncommon as an initial event ; it occurred in 
only 3 of the 86 males in this series. 

A final symptom, which has a practical importance, is 
the sudden appearance of a hernia or a uterine prolapse. 
A hernia was the initial event of the disease in 3-9% of 
this series, and a uterine prolapse in 4 of 35 women over 
the age of 50. Common sense suggests that increase in 
pressure within the abdomen may precipitate such 
mechanical disturbances. Certainly, if the occasional 
surgical catastrophe is to be avoided, the sudden appear- 
ance of hernia or prolapse demands careful examination 
of the abdomen to exclude splenomegaly. 


Initial Physical Signs 

The physical signs of chronic myeloid leukemia to be 
found at the first interview are compounded of anzmia, 
loss of weight, a hemorrhagic state, and enlargement of 
the spleen, liver, and lymph-nodes (fig. 6). Pyrexia, 
usually intermittent, and commonly reaching 100-101°F 
at night, is present in about 1 patient in 3. 

Anzmia is variable but rarely intense. Loss of flesh is 
the rule and in some instances profound ; but all varia- 
tions in habitus, from normal nutrition to emaciation, 
were represented in the present series. A haemorrhagic 
state is a presenting sign in about 1 patient in 4. It is 
seldom severe at this stage of the disease, and its manifes- 
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tations are usually limited to spontaneous bruising: 
scattered petechie, and, more rarely, either hematuria 
or rectal bleeding. A possibly related phenomenon is 
leukemic retinopathy, marked by venous engorgement, 
with diffuse retinal cedema, hemorrhages, and circular 
white exudates with surrounding hxmorrhagic halos. 
This was noted in 11-4% of our patients when they were 
first seen. 

Enlargement of the spleen is almost constantly found 
at the first examination. In this series it was lacking in 
only 2.4%, and in 72:5% the lower pole was felt below the 
level of the umbilicus. Enlargement of the liver, on 
the other hand, is more variable. In fully a third (34:8%) 
the liver was not palpably increased, and in only another 
third (30-9%) did its lower border extend more than 3 in. 
beyond the costal margin. 

In the initial stages of chronic myeloid leukemia 
significant enlargement of lymph-nodes is uncommon. In 
only a quarter (26-9%) of the present series was it judged 
to exist. In the great majority of these there was very 
slight generalised lymphadenopathy. In but 5 patients 
did it exceed this grade: in 4 of them it was localised to 
one or two groups and moderate in degree ; and in only 1 
was it sufficient to occasion complaint. In this patient, a 
woman aged 44, the presenting symptom was painful 
enlargement of cervical lymph-nodes, each of which 
measured 2-4 cm. in diameter. Early and significant 
lymphadenopathy has long been known to portend a 
rapid course and is to be regarded as a prognostic sign 
of sinister import (Weil and Isch-Wall 1930). 


Less Common Clinical Features 

Chronic myeloid leuksmia differs from other forms of 
leukemia in its tendency to run a uniform course with 
symptoms which are familiar and relatively few. Some 
less common features, however, are observed from time 
to time. 

Apart from purpura, cutaneous lesions are uncommon. 
In only 2 of the present series did the skin present specific 
infiltrations, and in both these consisted of grey-blue 
cutaneous and subcutaneous nodules widely scattered 
over the chest and abdomen. Such lesions have been 
described occasionally by other authors (Paul and 
Limarzi 1942); they are generally considered to be of 
evil portent, and the truth of this belief was supported 
by both the present cases. Herpes zoster is not rare 
(Wile and Holman 1940) and was noted in 7 of this series. 
In 2 it was generalised. 

Skeletal infiltrations are usually regarded as uncommon 
in chronic myelcid leukemia (Silverman 1948), but they 
were noted in 12 (6-7%) of the present series—3 of which 
have already been mentioned. In 4 there was subperi- 
osteal infiltration with some destruction of bone at the 
upper extremity of the femur or humerus ; in 1 there were 
multiple chloromata of the skull, and in 1 similar tumours, 
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Fig. 6—Presenting physical signs of chronic myeloid leukamia in 177 
patients. 
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but lacking the green colour, were found on the ribs. 
1 patient had extensive osteolytic lesions of the upper ends 
of the humeri. In 2 patients solitary bone tumours were 
found—in one (who sustained a pathological fracture) 
at the lower end of the femur and in the other at the 
upper end of the tibia. This variety is rare, and only 3 
examples have been recorded in recent years (Townsend 
1939, Mininni and Scardigli 1951, Nesbitt and Roth 1955). 
Swelling of, and effusion into, the knee-joints was 
observed in 1 patient and similar affection of the wrists 
in 1 other. These articular lesions have been shown to 
depend on leukzmic infiltration of the synovial membrane 
(Bedwell and Dawson 1954). 

Symptoms due to infiltration of the cardiovascular 
apparatus are exceptional, but pericarditis has been 
reported (Bierman et al. 1952). In 1 of the present series 
pericardial effusion was a presenting feature; it dis- 
appeared after irradiation of the spleen, and the patient 
survived nearly three years in good health. Pericardial 
effusion was noted also during the course of the illness 
in 1 patient with chronic neutrophil leukemia. 

The frequency of dyspepsia has already received com- 
ment, but a neglected, although not uncommon, symptom 
is diarrhea, which disappears with treatment of the 
leukemia. 3 patients in the present series developed 
massive ascites: in 2 it followed infarction of the spleen, 
and in the 3rd, in whom its onset was accompanied by 
hsematemesis, the cause was thrombosis of the portal vein. 
Associated Diseases 

Associated diseases were infrequent in this series. It 
has been suggested that peptic ulceration is common in 
chronic myeloid leukemia (Wintrobe 1956), but here it 
was noted in only 7 patients. Urinary calculus might 
well be expected, but it occurred in only 3, and gout in 
only 1. Apart from terminal pneumonia, intercurrent 
infection is strangely uncommon, but pulmonary tuber- 
culosis was found in 6 of this series, in 1 of whom it 
assumed the miliary form. This patient is of interest in 
that the miliary shadows disappeared under treatment 
with streptomycin, the leukemia was controlled with 
busulphan (‘ Myleran’), and she lived for three and a 
half years after the double diagnosis was established. In 
1 patient tuberculous peritonitis complicated the disease. 
Pregnancy , ; 

6 of the 52 women in the childbearing period of life 
became pregnant during the course of the disease, 1 on 
two occasions. All were delivered normally at full term ; 
there was no maternal, and only one neonatal, death. 
There was no evidence that the disease was made worse, 
and it is not an obligatory reason for termination of 
pregnancy (Allan 1954). 


Blood Picture 

As in all forms of leukemia, diagnosis depends on 
examination of the blood, which, in the chronic myeloid 
variety is almost always characteristic and conclusive. 
There is usually some anemia; although in 10% of the 
present series the hemoglobin level was above 80% on 
the first examination, in nearly half it lay between 40% 
and 60%. The leucocyte-count is greatly increased, being 
between 100,000 and 300,000 per c.mm. in half the 
patients. In 3 instances it exceeded 1,000,000 per c.mm. 
(fig. 7). The increase is entirely due to an excess of cells 
of the granular series, from the neutrophil myelocyte to 
the fully segmented neutrophil. Moderate increases in 
eosinophil and basophil cells are common, but myelo- 
blasts and promyelocytes are scanty. At this stage 
the platelet-count is usually raised, sometimes. above 
1,000,000 per c.mm. Occasional normoblasts are often 
seen in the film. 

Treatment 
The ease with which therapeutic remission may be 


obtained in chronic myeloid leukemia separates it from * 


other forms of leukemia. This characteristic does not 
appear to depend on an inherent tendency to spontaneous 
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Fig. 7—Initial blood-counts of 144 patients with chronic myeloid 
leukzmia. 


remission, for the usual course of the illness before the 
institution of treatment is one of steady decline. In 
untreated cases phases of transient amelioration occur 
in only 6% (Minot et al. 1924). 

The first agent shown to have therapeutic effect was 
arsenic, in the form of Fowler’s solution, and its use by 
Lissauer (1865) was the pioneer venture in the chemo- 
therapy of malignant disease. It held the field until 
displaced by the réntgen ray, applied first by Pusey 
(1902) in the United States and three years later in this 
country by Ledingham and McKerron (1905). Similar 
results were obtained with benzol (Koranyi 1912), radium 
(Rénon et al. 1913), mesothorium, and thorium X (Zadek 
1933). 

There was little further advance until about ten years 
ago, and in this past decade nitrogen mustard (Karnofsky 
1948, Gardikas and Wilkinson 1951), urethane (Paterson 
et al. 1946), rddioactive phosphorus (Lawrence et al. 
1948), desacetylmethyleolchicine (demecolcine, ‘ Col- 
cemid ’) (Moeschlin et al. 1953), and 1-4 dimethanesul- 
phonyloxybutane (busulphan, myleran) (Galton 1953a) 
have been introduced. 

It is impossible to review the use of all these agents ; 
indeed many are now largely- of historical interest only. 
The three which require serious consideration are radio- 
therapy, demecolcine, and busulphan. Of the remainder, 
radium and its relatives, nitrogen mustard, and ure- 
thane have no longer a place in the treatment of chronic 
myeloid leukemia, and radioactive phosphorus has no 
advantage over conventional radiotherapy. 
Radiotherapy 

Deep X-ray therapy has been the mainstay of treatment 
in chronic myeloid leukzmia for fifty years. Its advan- 
tages and drawbacks are well known. In this series the 
great majority of patients have been treated by irradia- 
tion of the spleen. The initial dose was usually 50r, and 
the total, depending on the rate of fall in the leucocyte- 
count, lay between 400r and 1200r, spread over one to 
three weeks. Treatment has been stopped when the 
count has reached 15,000—20,000 per c.mm., after which 
there follows a gradual drop to 8000-10,000 per c.mm. 
over the next three weeks. Severe leucopenia has been 
observed only on three or four occasions.. The usual 
effects have been shrinkage of the spléen, disappearance 
of all general symptoms, and a réturn to apparently 
normal health. Further courses of treatment have been 
dictated partly by recurrence of symptoms and partly 
by a rising white-cell count. In the absence of symptoms 
it has not usually been thought necessary to irradiate 
until the count exceeded 75,000 per c.mm. 

The immediate results were excellent. Remissions 
varied greatly in duration, from three months to as long, 
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in’ 1 instance, as five years. The mean is about nine 
months. Second remissions are shorter and, as the disease 
progresses, they become less complete. Eventually a 
state may be reached where there is massive splenomegaly 
and persistent anemia but a leucocyte-count of 20,000 
per c.mm. or less forbids further irradiation. More often 
the moment comes when the malignant process quickens 
its tempo: the predominating cell becomes less and less 
mature until the blood is flooded with myeloblasts ; the 
platelet-count falls; and profound anemia develops. 
This myeloblastic crisis is the common termination of the 
disease. 

The place of radiotherapy in the treatment of chronic 
myeloid leukszemia is so well established that detailed 
discussion would be out of place. Its disadvantages are 
the necessity for expensive apparatus and the inevitable 
succession of remission and relapse which this particular 
form of therapy imposes. No attempts to make smooth 
the undulant pattern of this course have been fully 
successful. 


Demecoleine 

Demecoleine (colcemid), an alkaloid isolated from 
extracts of Colchicum autumnale (Reichstein and Santavy 
1953), was first shown to be effective in chronic myeloid 
leukzmia by Moeschlin et al. (1953). In the present series 
it has been used in only 6 patients. The practice was to 
begin treatment with an oral dose of 3 mg. daily ;. this 
was cautiously increased to 5 mg. after three or four 
days and, in some cases, to 7 mg. or even 10 mg. later. 

The fall in the leucocyte-count may be precipitous and, 
if treatment is interrupted for more than three or four 
days, it may rise as rapidly as it fell, and further response 
be difficult to obtain. 

Side-effects were common and included alopecia and 
generalised erythema. Shrinkage of the spleen was slow 
and incomplete ; the differential leucocyte-count seldom 
returned to normal; and ansmia responded slowly. 

There is no doubt that chronic myeloid leuksemia can 
be adequately controlled with demecolcine (Leonard and 
Wilkinson 1955), but our experience did not encourage 
us to persevere with it. Other workers have encountered 
even more severe reactions and have reached similar 
conclusions (Bousser and Christol 1955). 


Busulphan 

Busulphan (myleran) is a product of the Chester-Beatty 
Research Institute (Haddow and Timmis 1953). It was 
rapidly shown to have a virtually specific action on 
myeloid cells in laboratory animals and to be effective in 
the treatment of chronic myeloid leukemia in man. 
Reports testifying to its value have come from many 
countries (Consoli and Napoli 1955, Galton and Till 1955, 
Haut et al. 1955, Pribilla and Stollberg 1955, Soares 
and Valente 1955, Blackburn et al. 1956, Louis et al. 
1956, Schilling and Meyer 1956). It is now the routine 
method of treating this disease in my clinic and has been 
used in the last 23 patients. 

Treatment does not necessitate admission to hospital ; 
the initial daily oral dose is 0-06 mg. per kg. body-weight, 
usually equivalent to 4 mg. Blood-counts are made at 
first at intervals of a fortnight. The leucocyte-count falls 
slowly over four to six weeks and is followed by a rise in 
the hemoglobin level and by shrinkage of the spleen. A 
return to normal health is achieved in two or three 
months. The dose is adjusted to that sufficient to maintain 
a leucocyte-count of about 10,000 per c.mm. and a 
normal platelet-count, and maintenance treatment is 
continued at this level (fig. 8). Complete remission was 
obtained in all but 2 of our patients, and they had already 
become resistant to irradiation. There are sevéfal in this 
series who have been maintained in complete remission 
for over fifteen months. 

It has been suggested that myeloblastic relapse may 
eccur earlier in patients treated with busulphan than 
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Fig. 8—Survival of patients with chronic myeloid 
leukzmia: 124 patients in present series com- 
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not possessed by radiotherapy, of maintaining remission 
until the disease is brought to a close by a final myelo- 
blastic explosion and, so far as is known, its results 
compare favourably with those obtained by other 
methods. 

When myeloblastic relapse takes place, busulphan is 
useless, and irradiation both ineffectual and dangerous. 
The therapeutic problem becomes that of acute myelo- 
blastic leukemia, and the only drug of any value is 
6-mercaptopurine. In this series, it must be confessed, 
the results have been unsatisfactory. The Jeucocyte-count 
has always been reduced, but there has been little 
change in the appearance of the bone-marrow, and no 
true remission has been obtained, although some clinical 
improvement has been evident. In several patients the 
speed of the decline appears to have been slowed. 
6-Mercaptopurine will also control the disease satisfac- 
torily in the early stage before myeloblastic relapse has 
occurred (Burchenal et al. 1953). 


Subsidiary Treatment 

This discussion has concerned itself so far only with 
what might be called ‘‘ specific ’’ measures for controlling 
the leukzmic process. _The various subsidiary forms of 
treatment do not require detailed consideration. 

Blood-transfusion is seldom needed until acute myelo- 
blastic relapse has occurred, when it must be used to 
preserve a safe level of hemoglobin while attempts are 
made to procure remission with 6-mercaptopurine. 

Splenectomy.—Mention has already been made of the 
patient with severe anemia, massive splenomegaly, and a 
leucocyte-count too low for either irradiation or chemo- 
therapy to be safe. It seems probable that the anemia 
in this situation is in part hemolytic in origin (Galton 
1953b), although clear-cut evidence of excessive destruc- 
tion of blood was not obtained in our patients. 

In 2 of this series, who reached this position of impasse, 
splenectomy was undertaken: in one myeloblastic 
relapse took place three months later ; the other enjoyed 
a complete remission for nine months before the final 
acute phase supervened. This was marked, as observed 
by other workers in like circumstances (Laignel-Lavastine 
et al. 1932), by striking enlargement of lymph-nodes. A 
3rd patient, aged 8 years, underwent splenectomy at 
another hospital a year after the onset of the disease. 
Operation was preceded and followed by irradiation. He 
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died ten years after his initial symptoms, onde nine years 
after his splenectomy, from pulmonary infarction. 

Splenectomy in chronic myeloid leukemia was first 
undertaken by Bryant (1866) of Guy’s Hospital. Both his 
patients died, and he concluded that the operation was 
theoretically unsound. No-one would challenge this 
opinion of splenectomy as a definitive treatment, but 
occasionally circumstances may arise in which it will 
provide the patient with several more months of useful 
existence (Puorger and Aymon 1948). 


Prognosis 

Chronic myeloid leukszmia remains a fatal disease, but 
the duration of life from the first symptom shows remark- 
able variation. In the great majority of cases myeloblastic 
transformation rings down the final curtain. Only 39 of 
this series were examined post mortem, and in 23 this 
anaplastic change was the only cause of death discovered. 
Bronchopneumonia was responsible for 4 deaths ; tuber- 
culosis for 4; pyelonephritis for 2; pulmonary embolism 
for 2; chronic cor pulmonale for 2; and coronary 
thrombosis and staphylococcal septicemia for 1 each. 
The relative rarity of termin4l infection is noteworthy 
and contrasts strongly with its frequency in other forms 
of leukemia. 

It is impossible to foretell when myeloblastic relapse will 
occur, but its appearance always foreshadows the end. 
In some patients this change has supervened only five 
months after the initial symptom ; in others the interval 
has been as long as seven years. In the present series the 
mean survival in 160 patients who have died was 32-4 
months. The variability is sufficient to deprive a mean 
figure of much value. This length of survival does not 
compare favourably with those of other series, a selection 
of which in terms of months are: 36 (Ledlie 1953), 37, 
36, and 38 (Shimkin et al. 1951), 42 (Krebs and Bichel 
1947), 38 (Leavell 1938), 40 (Hoffman and Craver 1931), 
and 41 (Minot et al. 1924). It is possible to explain some 
of this difference by the action of selection, the variation 
in the course of the disease, and the difficulty in dating 
its first symptom with precision. It is safe, as a generalisa- 
tion, to say that the mean survival from the first symptom 
in chronic myeloid leukemia is about three years. 

There is little evidence that treatment prolongs the life 
of patients with this disease. Fig. 8 shows the proportion 
surviving at the end of each year, compared with a 
series of patients who received no irradiation, collected 
by Minot et al. (1924). The two curves are almost iden- 
tieal, and the conclusion must be drawn that, as regards 
survival in this disease, there has been no improvement 
in the outlook during the past thirty-three years. 

In any patient it is virtually impossible to foretell the 
course that chronic myeloid leukzmia will take. In this 
series the survival is somewhat longer in females, with a 
mean of 35-2 months, than in males, for whom it is 
29-5 months. The disease lasted longer in the younger 
patients (table vit). It is perhaps justifiable to conclude 
that the prospects of long survival are better in young 
women than in old men. 

The outlook, moreover, bears no relation to the total 
white-cell count when the patient is first seen, although 
the presence of a high proportion of myeloblasts naturally 


TABLE VI{—-SURVIVAL FROM ONSET OF SYMPTOMS OF CHRONIC 
MYELOID LEUKAIMIA 





—_ No. of Mean survival 
patients (mos.) 

Total : 160 32-4 

Males an ea i ‘a 76 29-5 

Females . . pte es ws 84 35-2 
Age at onset (yr.): 

< wa ~ es sé ae 23 39-0 

30- a as as = 109 320 

60- 79 . ie aa > 28 24-0 
Date of treatment : 

Before 1939 ihe as ot 90 35-0 

After 1939 “a ie me 70 30-0 
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indicates the impending onset of acute cahiate There is 
no difference between the duration of those who present 
with a hemoglobin level below 9 g. per 100 ml. and of 
those with a lesser degree of anwemia. Fever is usually, 
but not necessarily, an unfavourable sign ; if it vanishes 
when the leukemia is treated it is robbed of any evil 
significance. The suspicion that survival is shorter in 
those whose spleens are of great size when first seen 
cannot be supported statistically, but the impression 
remains. Outstanding enlargement of lymph-nodes in 
the early stages indicates a short course, and the specific 
skin lesions portend rapid deterioration. Skeletal lesions 
are usually seen only in the later stages, but in the rare 
instances in which they are responsible for the presenting 
symptoms the progress of the disease is not necessarily 
rapid. 





Conclusion 

It is impossible to contemplate chronic myeloid 
leukemia with any feelings of satisfaction. It is true that 
many new therapeutic agents have been devised, but its 
victims live no longer now than when our grandfathers 
treated them with Fowler’s solution. We may perhaps 
be justified in claiming that our methods preserve the 
patient’s well-being and permit him to lead an active 
happy life for the greater part of his illness, although we 
are still unable to predict with any accuracy how long 
it will take to run its course. 
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DEATHS ASSOCIATED WITH STEROID- 
HORMONE THERAPY 
AN ANALYSIS OF 18 CASES 


K. D. ALLANBY 
M.D. Lond., M.R.C.P. 
ASSISTANT TO THE DIRECTOR OF THE DEPARTMENT OF 
MEDICINE, euyY’s HOSPITAL MEDICAL SCHOOL, 
LONDON 


Most of the side-effects and complications resulting 
from the use of cortisone and corticotrophin are not 
dangerous and cease when the hormone is stopped, but 
some complications have been serious and some fatal. 
The fatal complications include infections, particularly 
‘* silent’? pneumonia, which may cause rapid death 
(Page 1954, Jacobs and Clifford Rose 1955), septiczemia 
(Shaper and Dyson 1955), aplastic anszemia (Snively et al. 
1953), perforation of the ileum in regional ileitis (Sauer 
et al. 1953), perforation of the colon in ulcerative colitis 
(Tulin et al. 1952), massive gastro-intestinal hemorrhage 
(Gray et al. 1951, Sauer et al. 1953), and hypersensitivity 
to corticotrophin (Hill and Swinburn 1954). Deaths have 
also been reported during the treatment of bronchial 
asthma (Savidge and Brockbank 1954), scleroderma 
(Lunseth et al. 1951, Sharnoff et al. 1951), and rheuma- 
toid arthritis (Finck 1955). In addition, Salassa et al. 
(1953) and Lewis et al. (1953) have attributed deaths 
shortly after operation in patients previously receiving 
cortisone to adrenal insufficiency under conditions of 
stress. 

The published reports give the impression that cortisone 
and corticotrophin may have been unjustly blamed for 
some deaths, and this is likely to be the case when the 
disease under treatment is itself potentially fatal, and 
liable to similar complications during its natural history 
(for instance, perforation and hemorrhage in ulcerative 
colitis). In view of this, details have been collected of all 
deaths during treatment with cortisone or corticotrophin 
at Guy’s Hospital, in an attempt to decide whether the 
treatment was responsible, how death occurred, and 
whether it might have been prevented. From 1949 until 
December, 1955, all patients receiving steroids at Guy’s 
Hospital were under the supervision of the Department of 
Medicine, and during these years more than 400 patients 
received either one or both hormones. Some of these 
cases were recorded by McGehee and MacLean (1954). 
Since December, 1955, when cortisone became available 
on prescription, many other patients have received 
treatment but the exact number is not known. Dosage 
schemes have varied from short courses of corticotrophin 
by daily intravenous drip to maintenance therapy with 
oral cortisone, sometimes for as long as four years con- 
tinuously. The histories of 18 patients who died during 
treatment are available, but since some died at home or 
in other hospitals, accounts of their final illnesses are 
not always complete. A necropsy was not possible in 
every case. No death during substitution therapy for 
Addison’s disease or hypopituitarism, or following 
adrenalectomy or hypophysectomy for carcinomatosis 
has been included. 

The accompanying table shows the cause of death—i.e., 
fatal complication and details of steroid therapy in 
each of the 18 patients. Steroid therapy was considered 
directly responsible for 9 deaths and probably for 2 more. 
It cannot be blamed for 2 of the deaths, and it is unlikely 
to have been the cause of a further 2. In the remaining 
3, the part played by cortisone or corticotrophin is more 
debatable. 

The Réle of Infection ~ 

Infection caused most deaths in this series—at least 6 
(and probably 7) out of 18. 

Man and laboratory animals are remarkably suscep- 
tible to infection whilst under the influence of cortisone 
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or corticotrophin (Glaser et al. 1951, Germuth et al. 1952, 
Glaser and Loeb 1952, Mogabgab and Thomas 1952). 
This susceptibility has long been recognised in naturally 
occurring Cushing’s syndrome (Cushing 1932), and in the 
189 cases reviewed by Plotz et al. (1952) death was due 
to infection in nearly half of the 114 in which a necropsy 
was performed. 

Thomas (1953) has pointed out that cortisone poten- 
tiates and enhances all known infections, and in mice 
and rats ordinarily non-pathogenic organisms may be 
rendered pathogenic (Gledhill and Rees 1952, Le Maistre 
and Tompsett 1952). Thomas believes that cortisone 
acts directly on the cells of the reticuloendothelial system, 
since blockade of this system in animals, by injecting 
saccharated iron or thorotrast, produces effects identical 
with those of cortisone—namely, failure to clear injected 
cocci from the blood, dissemination of organisms that 
usually produce only local infections, and accelerated 
absorption of meningococcal toxin injected intradermally. 
There seems to be no evidence that cortisone dither 
stimulates the growth of bacteria or increases their 
virulence in vitro. The increased susceptibility and 
mortality result from depression of the host’s defence 
mechanisms. 

Jawetz (1954) found that doses of antibiotics just 
sufficient to control infections in normal animals failed 
to protect animals receiving cortisone, but the infection 
could be overcome by increasing the dose, and bactericidal 
antibiotics were far more efficient than bacteriostatic 
ones, which had to be given in far larger amounts. 
Jawetz explained this difference on the grounds that 
a purely bacteriostatic antibiotic will succeed only when 
the host’s defence mechanisms are intact, and he believes 
that cortisone seriously interferes with those mechanisms. 
It is doubtful whether Jawetz’s work has any clinical 
application in the choice of antibiotics for, as he himself 
pointed out, the doses used clinically are far in excess 
of those actually needed in most ordinary infections. 


SUPPRESSION OF SIGNS OF INFECTION 


One of the most disquieting features of many of the 
recorded deaths during steroid therapy is the suppression 


or masking of the symptoms and signs of infection. - 


Patients may appear well despite active infection, and 
Kass et al. (1950) showed that blood and sputum cultures 
remained positive in patients with lobar pneumonia who 
were given corticotrophin, although fever subsided and 
great clinical improvement occurred. This masking effect 
delays diagnosis and treatment, so that a sudden and 
often fatal collapse may be the first indication of infection. 

In the Guy’s series, 2 patients collapsed suddenly, 
although the presence of a complicating infection was 
realised. 


Case 1.—A woman, aged 23, had scleroderma, and cortisone 
was given in short courses (100 mg. daily) during 1953. In 
1954 she received cortisone (100 mg. daily) almost continuously 
from June until August, when she was discharged to continue 
the same dose at home. She had gained 20 lb. She died in 
November and, according to her doctor, cortisone was stopped 
about ten days before her final illness. She had a cold and mild 
bronchitis, and her doctor said she was “ twice her normal 
size.’ As her condition was mild he did not visit again until 
called a week later, when he found some tachycardia but no 
pyrexia. There were moist sounds at the left base and he 
diagnosed bronchopneumonia: antibiotics were prescribed 
He was astonished to hear of her death twelve hours later, 
since he had certainly not considered her ill enough to warrant 
removal to hospital. Necropsy was not obtained. 


Case 2.—A man, aged 59, received cortisone (125 mg. 
daily by mouth) for severe rheumatoid arthritis, but it had 
to be stopped after seven days owing to retrosternal pain. 
Cardiac infarction was diagnosed, and confirmed by £.c.«c. 
Three weeks later, cortisone was restarted (100 mg. daily), 
and his arthritis was much improved, though he was troubled 
by slight bronchitis. Ten weeks later a cough and sputum 
developed, and his temperature rose to 101°F. A chest 
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radiograph showed a’ wedge-shaped opacity in the left lung. 
Cortisone was stopped and penicillin and streptomycin 
started. Twenty-four hours later he collapsed and his blood- 
pressure was unrecordable ; despite treatment by noradrena- 
line drip, he died five hours later. At necropsy the left lower 
lobe was in the stage of red hepatisation. There was a healed 
cardiac infarct. The adrenals were macroscopically normal. 


ADRENAL FAILURE AS A CAUSE OF DEATH 


This sudden collapse during steroid therapy has 
often been described, usually in association with acute 
infection (Page 1954, Jacobs and Clifford Rose 1955, 
Shaper and Dyson 1955). It was encountered in 3 cases in 
the present series (cases 1, 2, and 3) ; and case 7 probably 
died in the same way. 

A similar collapse, postoperatively, has béen reported 
by Salassa et al. (1953) and Lewis et al. (1953), and 
case 8 is probably an example. 

Case 8.—A woman, aged 67, developed intractable headache, 
and temporal arteritis was diagnosed. She was known to have 
had attacks of diverticulitis, but after careful consideration, 
and because her symptoms were intolerable, prednisolone 
(20 mg. daily) was started, with almost immediate relief. Four 
weeks later perforation occurred and prednisolone was 
promptly stopped. Four days later laparotomy confirmed 
a small perforation through an area of diverticulitis. Twenty 
hours after operation she suddenly collapsed and, despite 
temporary improvement with intravenous hydrocortisone, 
death soon followed. At necropsy there was no evidence of 
generalised infection and the peritoneum was quite clean. 

An almost identical sequence of events may occur in 
Addison’s diseas@ as a result of infection, trauma, opera- 
tion, or other stfess, and cortisone wil) protect a patient 
in such circumstances. It might seem difficult to believe 
that a patient receiving large doses of cortisone and 
perhaps showing many of the signs of Cushing’s syndrome 
can in fact be potentially adrenal deficient, but Thorn 
et al. (1953) pointed out that this indeed can be the case, 
and that such a patient does not respond normally to 
stress. A normal adrenal response to intravenous cortico- 
trophin does not occur in a patient who has received 
cortisone for twenty days until the fourth day after its 
cessation (Renold et al. 1952), and furthermore Calkins 
et al. (1955) concluded that, in patients who had had 
cortisone for long periods, corticotrophin secretion was 
impaired for a similar time after withdrawal. Nabarro 
et al. (1955) warned that prednisone prevented the normal 
adrenal response to infection, and Ward et al. (1953) 
stated that the normal adrenal response to stress was 
inhibited for days or months after hormone therapy. 
They recommended large supplementary doses for 
patients undergoing surgery or when a severe infection 
developed, mentioning particularly the need for bigger 
doses after a perforation (see case 8). Salassa et al. (1953) 
reported 2 deaths within twenty-four hours of operation 
in patients who had had cortisone, and both deaths were 
attributed to adrenal failure. The only abnormal post- 
mortem finding was atrophy of both adrenals. Salassa 
et al. examined the adrenals at necropsy in 42 patients 
who had had cortisone and found significant atrophy, 
particularly in patients receiving cortisone up to the 
time of death. They believe severe stress may cause 
adrenal failure for as long as eighteen months after 
cortisone withdrawal, and recommend consideration of 
supplementary cortisone for all patients undergoing 
surgery in such circumstances. 

It is often difficult to be certain, in reported cases, 
whether hormone therapy was stopped, when infection 
or other stress occurred, and whether significant adrenal 
atrophy was found at necropsy. In the 3 patients who 
collapsed as a result of infection in this series, cortisone 
had been stopped one week previously in case 1, twenty- 
four hours before the sudden deterioration in case 2, and 
on the day before death in case 3. In a case reported by 
Jacobs and Clifford Rose (1955) the daily dose of cortico- 
trophin was increased from 80 mg. to 120 mg. when the 


patient was admitted collapsed and comatose with 
pneumonia. Penicillin was also given, with dramatic 
improvement, only for relapse and death to follow two 
days after the withdrawal of corticotrophin, fifteen days 
after the initial collapse. 

Unfortunately the adrenals were not fully examined 
in every case in the Guy’s series. In case 2 the glands 
were not considered abnormal, and in case 3 they were 
reported as macroscopically normal. In case 8 (a post- 
operative death) the glands were small (rt. 6-5 g., lt. 4-7 g.), 
but no convincing microscopic changes were found. 
Shaper and Dyson (1955) made no mention of the state 
of the adrenals in their 2 cases, but in Page’s (1954) cases 
they were regarded as normal. Jacobs and Clifford Rose 
(1955) considered that the adrenals of their patient who 
died after stopping corticotrophin were in a resting 
phase, and found severe atrophy and hemorrhage in 
those of another who had had cortisone. Evidence 
published in this country about adrenal atrophy in 
patients who have died suddenly is scanty and incon- 
clusive, but reference has already been made to the work 
of Salassa et al. (1953) in the United States. 


-PREVENTION OF ADRENAL FAILURE 


Surgeons are often reluctant to continue hormone 
therapy when operation becomes necessary, usually on 
the grounds of delayed wound-healing; but this risk 
has probably been overestimated, and, moreover, it 
seems unlikely to be much reduced by stopping cortisone 
only a day or two before operation. Equally, physicians 
may feel bound to stop steroid treatment should infection 
occur. Sudden withdrawal of cortisone, however, leaves 
the patient without endogenous corticotrophin, and 
though adrenal failure is not inevitable, the logical 
course is to continue cortisone or corticotrophin, often in 
much bigger doses, until the risk is past (Salassa et al. 
1953, Thorn et al. 1953, Ward et al. 1953, and Jacobs 
and Clifford Rose 1955). It may be necessary to increase 
the dose very considerably for a short time, perhaps to 
the equivalent of cprtisone 300 or 400 mg. daily, and 
whilst cortisone may be given intramuscularly to provide 
a depot, at least half the dose should ‘be given orally in 
the early stages to ensure rapid absorption and action. 
There is no reason to believe that adrenal failure is less 
likely in patients receiving corticotrophin, for, as Salassa 
et al. (1953) have pointed out, it similarly depresses 
endogenous corticotrophin production. It might seem 
logical to give corticotrophin to stimulate normal 
adrenal function when added stress threatens patients 
receiving cortisone, but it takes at least four days to 
get an effective response to corticotrophin in such 
patients. Thus, patients receiving steroid therapy require 
increased doses of the appropriate hormone during 
periods of stress; and the need for large doses of anti- 
biotics as soon as any infection is suspected cannot be 
overemphasised. 


Deaths Following Perforation 


In 3 patients death followed intestinal perforation (see 
table). Perforation of the colon complicated ulcerative 
colitis in case 10 and diverticulitis in case 8; and in 
case 9 perforation involved the terminal ileum affected 
by polyarteritis nodosa. Though perforation usually 
occurs through a pre-existing lesion in the gastro- 
intestinal tract, steroid hormones can produce peptic 
ulceration in previously normal persons ; aiid though the 
exclusion of patients with an ulcer history from steroid 
therapy will diminish the chances of phcloeliin, the risk 
remains. 

All 3 patients already had a gastro-intestinal lesion. 
Case 8 has already been discussed: the presence of 
diverticulitis was known and steroid therapy was only 
started after careful consideration, but death was clearly 
the result of it. 
y2 
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Case 9.—A woman, aged 57, received two courses of sul- 
phonamide for tonsillitis. Soon afterwards she became acutely 
ill with vomiting, diarrhoea, and purpura; and melena 
followed. Corticotrophin (40 mg. daily) was started, and on 
the tenth day generalised abdominal pain and distension 
began. This was attributed to a retroperitoneal hemorrhage, 
and was treated with gastric suction and intravenous fluids. 
On the fourteenth day corticotrophin was stopped and 
cortisone 200 mg. substituted: 100 mg. was given on the 
next day. During this time oxytetracycline was given intra- 
venously, but she died on the sixteenth day. At necropsy 
a perforation (1-5 xX 0-5 cm.) was found 30 cm. from the 
ileocecal valve. The microscopic changes of polyarteritis 
were seen in the vessels at the edges of the perforation and in 
a large Peyer's patch which had ulcerated. 

The stervid’s anti-inflammatory action seems the 
likely cause of perforation, but it is hard to say that the 
ileum might not have perforated irrespective of therapy. 
A third possibility is that cortisone or corticotrophin 
may produce areas of visceral infarction by causing 
intimal fibrosis and obliteration of the vessels in poly- 
arteritic lesions. Shick et al. (1950) described such 
infarcts in the organs of 2 patients dying from poly- 
arteritis, and Sharnoff et al. (1951) reported similar 
changes in a patient who received cortisone for sclero- 
derma. Diffuse fibrinoid necrosis of the arterioles in a 
patient who died from jaundice and anuria whilst 
receiving corticotrophin for scleroderma was found by 
Lunseth et al. (1951), and they thought this might be a 
change in immunological response induced by the 
hormone, though there seems little evidence for this. 
The lesions at the edges of the perforation in case 9 
have been carefully re-examined but there is nothing to 
suggest diffuse fibrinoid necrosis. It is considered that an 
already ulcerated and necrotic area of ileum perforated, 
and that cortisone hastened this, though it might have 
occurred in any case. Presumably steroid therapy carries 
this risk of perforation in polyarteritis nodosa with 
intestinal lesions, but it would be unreasonable not to 
accept this risk in treating a disease so often fatal. 


IN ULCERATIVE COLITIS 


Steroid therapy has never been regarded as a cure for 
ulcerative colitis, but remissions may be produced in a 
high proportion of patients, though relapse often follows 
withdrawal (Elliott et al. 1951, Halstead et al. 1951, 
Truelove and Witts 1955). Unfortunately perforation 
has been reported as a complication (Halstead et al. 
1951, Kirsner and Palmer 1951, Gray et al. 1952, Tulin 
et al. 1952). 

Case 10.—A man, aged 75, had had diarrhcea (6 or 7 stools 
a day) for three weeks. His condition rapidly deteriorated 
and, on admission, the motions contained blood and mucus. 
Hb 70%. Sigmoidoscopy showed an acutely inflamed hemor- 
rhagic mucosa. Ulcerative colitis was diagnosed, and despite 
blood-transfusion and antibiotics he grew steadily worse. 
Corticotrophin was started by intravenous drip, the dose 
varying between 20 and 60 mg. daily. He improved strikingly, 
but after eleven days abdominal distension developed and a 
perforation was suspected. He died on the twelfth day after 
a total of 420 mg. Necropsy showed peritonitis, and a fresh 
perforation was found in the transverse colon. The colon 
showed acute ulcerative colitis, with a little healing and 
fibrosis. 

Most of the reported perforations were in uncontrolled 
series; but in Truelove and Witts’s (1955) experience 
perforation (2 cases) occurred in their control group, and 
there was none in patients receiving cortisone. Had all 
their patients received cortisone, these 2 might well 
have been attributed to the hormone. In fact, perforation 
is a natural complication of ulcerative colitis, though 
opinions differ as to its frequency. Rice-Oxley and 
Truelove (1950) put it at 3-1%, which agrees closély with 
the 3-4% of Ranken et al. (1935), though they say this 
is a conservative estimate. Lahey (1951) considered acute 
perforation uncommon, and Bockus. (1944) regarded it 
as rare. Crile and Thomas (1951), however, thought it 
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was the commonest cause of death in acute toxic ulcera- 
tive colitis. All seem agreed that it is a hazard of the 
acute, fulminating type, and rare in the chronic disease 
with considerable fibrosis. Before cortisone was dis- 
covered, it was realised that perforation in ulcerative 
colitis presented grave difficulties in diagnosis, being 
characterised by distension, rather than pain and rigidity. 
For this reason, and because it is so commonly fatal, 
its incidence may have been underestimated, and more 
information is needed upon its frequency in control and 
cortisone-treated groups. 

It would perhaps be wrong to assume that steroids 
greatly increase the risk of perforation, but what increase 
there is is unhappily greatest in the acute rapidly pro- 
gressive case—in which the need for cortisone is greatest. 
Perforation is certainly not a new complication, and the 
masking effect of the steroid hormones adds to the 
existing difficulty of diagnosis. 


Gastro-intestinal Hemorrhage , 


In 2 of the 3 patients who died from this cause no 
lesion of the alimentary tract had previously been 
suspected. The third had ulcerative colitis. 

Case 11.—A man, aged 25, had diarrhea with bloody stools 
a year before his first admission in 1954, and was found to 
have moderately severe ulcerative colitis. He responded well 
to blood-transfusions, but quickly rela and was readmitted 
six weeks later. He was given corticotrophin (total 500 mg.) 
and remission was obtained. He remained well until three 
weeks before his final admission in April, 1956, when he 
became feverish and the stools contained blood and pus. 
No improvement followed bed rest and blood-transfusion, and 
cortisone was started (100 mg. daily by mouth). Five days 
later his abdomen became distended, hiccups appeared, 
and he vomited. Bowel sounds were absent on the seventh 
day. Perforation was diagnosed, cortisone was reduced, and 
gastric suction instituted. He improved slightly but on the 
eleventh day he had a severe bowel hemorrhage, and died 
within twenty-four hours. Necropsy revealed no perforation, 
but the colon was extensively ulcerated and contained much 
blood. 

Although contributing greatly to the anemia of 
ulcerative colitis, hemorrhage is not usually so massive 
as to cause death. Lahey (1951) regarded hemorrhage as 
**not infrequent’ and said it might be severe and uncon- 
trollable. He implied that it was commoner than perfora- 
tion, and was a partjcular hazard in young patients with 
acute disease. Truelove and Witts (1955) had one 
massive hemorrhage in their cortisone-treated patients 
and none in their controls. Evidence as to its frequency 
is scanty. Bockus (1944) stated it was very uncommon 
(0-5% in adults and 1% in children). Brooke (1954) also 
regarded it as unusual, but mentioned that it might 
occasionally be severe enough to warrant emergency 
colectomy. Neither Hurst (1935) nor Rice-Oxley and 
Truelove (1950) mentioned its occurrence. 

Massive hemorrhage does not seem to have been 
reported as a complication of steroid therapy for ulcera- 
tive colitis, and it is impossible to decide yet whether 
such therapy carries this added risk. 


HZ MORRHAGE FROM STOMACH AND DUODENUM 


Neither of the 2 patients who died after hematemesis 
and melzna had a history of peptic ulceration. 


Case 12.—A roundsman, aged 55, was admitted to hospital 
in 1952. He complained of weight loss, conjunctivitis, and chest 
and joint pains for eight months. There was purpura over the 
legs and ulcers on both ankles. Significant findings were 
Hb 52%, white count 12,000 per c.mm. (10% eosinophils), 
and albuminuria. Skin biopsy suggested polyarteritis nodosa. 
He was treated with corticotrophin for six weeks, and later 
discharged much improved on cortisone 25 mg. daily. He 


relapsed and was readmitted in 1953. He was again given 
corticotrophin and improved. In the four months after 
discharge he received cortisone intermittently, and deteriorated 
slowly. He was readmitted in August, 1953, and received 
corticotrophin 30 mg. intramuscularly and cortisone 75 mg. 
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by mouth daily. After nine months he was discharged on 
corticotrophin 60 mg. daily, but diabetes developed and he 
was admitted for stabilisation. He now showed the typical 
appearance of hypercortisonism. Two days after admission 
abdominal pain and melzna developed, and he became 
shocked. Despite blood-transfusions, he deteriorated, and 
laparotomy showed an acute gastric ulcer. Partial gastrectomy 
was performed, but further bleeding followed and he died 
twelve hours later. At necropsy there was an erosion in the 
stomach remnant, and a smaller one in the jejunum. The 
appearances suggested an acute erosive or hemorrhagic 
gastritis. No evidence of active polyarteritis was seen on 
microscopy in the removed portion of stomach, skin, lungs, 
heart, kidney, or muscles. 

Case 13.—A priest, aged 44, was admitted during 1954 with 
pemphigus vulgaris. Blisters had appeared in the mouth 
eight months earlier and spread to the trunk and limbs: they 
disappeared when he was given cortisone 100 mg. daily for a 
month, but reappeared on withdrawal. On admission there 
was blistering of the skin and loss of nails. The mouth and 
gums were heavily involved and there was continuous dribbling 
of bloodstained saliva. Cortisone was immediately started, 
but details of the early treatment are not available. Though 
there was some response, gradually increasing doses were 
required. By December, 1954, he was receiving 1-05 g. 
cortisone daily (750 mg. orally, 300 mg. 1.m.) and this continued 
until Jan. 5, 1955, when the oral dose was reduced. Diabetes 
developed on Jan. 18 when he was receiving 800 mg. daily. 
Insulin was started four days later, and two days after this 
there was profuse hematemesis and melzena: four pints of 
blood were given. Further hematemeses followed and he 
died on Jan. 28. 7*/, pints of blood had been given. Two 
days before death the dose of cortisone was 650 mg. After 
the initial hemorrhage, when the Hb was 31%, the platelet- 
count was low. On Jan. 26, the platelets had risen slightly, 
and on Jan. 27 the count was 30,000 per c.mm. (Hb 39%). 
On the day of death, platelets numbered 50,000 per c.mm. 
and the Hb was 64%. At no time was purpura observed. 
Necropsy could not be obtained. 


Both patients were receiving high doses and showed 
signs of hypercortisonism. Indeed, in both diabetes 
developed shortly before the hemorrhage occurred. In 
case 13 the dose was larger than any previously used at 
Guy’s Hospital. In case 12 there was a hemorrhagic 
gastritis, and the jejunal erosion may have developed 
in the few hours’ survival after gastrojejunostomy. If 
so it would be interesting to know whether this was the 
result of a remarkably corrosive gastric juice from the 
stomach remnant or of diminished mucosal resistance 
due to corticotrophin. Polyarteritis cannot be blamed in 
the absence of histological changes, and cortisone seems 
the most likely cause of death. 

There is no proof of the cause of hemorrhage in case 13. 
The marked thrombocytopenia was originally suggested, 
but cortisone is usually considered to cause a rise in 
platelets, though a slight and variable depression may 
follow corticotrophin (Warren et al. 1953), lasting up to 
forty-eight hours and resembling the immediate fall 
after an operation. Low platelet-counts have been 
recorded after massive gastro-intestinal hsmorrhage 
(Desforges et al. 1954): occasionally very low counts 
(50,000 or below) persisted if there was further bleeding. 
Severe platelet depression may follow large transfusions 
for hsemorrhage (Krevans and Jackson 1955), and 
significant thrombocytopenia developed in 4 of 13 
patients who received up to 5 litres of blood. The same 
mechanism was probably responsible for the platelet 
depression in case 13, and it has not been attributed to 
cortisone. In the absence of necropsy proof, and in 
view of the great similarity to case 12, death has been 
attributed to hemorrhagic gastritis induced by cortisone. 

Hemorrhage and perforation complicating ulcers 
reactivated or induced by steroid hormones are well 
recognised. Gray et al. (1951) showed that cortisone and 
corticotrophin might considerably increase gastric secre- 
tion and uropepsin excretion; in a patient who died 
from massive hemorrhage from a duodenal ulcer, necropsy 
showed a hemorrhagic gastritis. Sauer et al. (1953) 
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recorded 3 cases of peptic ulcer, in 2 of which there was 
severe hemorrhage. These 3 patients had signs of hyper- 
cortisonism, but peptic ulcer may develop on com- 
paratively small doses: a patient developed both gastric 
and duodenal ulcers whilst receiving 50 mg. cortisone 
daily (Davis and Zeller 1952). The increased gastric 
secretion (Gray et al. 1951) is an attractive oxplanation 
for ulceration during therapy, but the doses used were 
extremely large, corticotrophin 120-160 mg. or cortisone 
200-500 mg. daily. These are comparable with the doses 
in cases 12 and 13, but far greater than in many reported 
cases of ulcer. Hirschowitz et al. (1955) found no increase 
in gastric secretion in healthy students given 50 mg. 
corticotrophin daily for six days, and in 1 an ulcer 
developed after five days. A gastric ulcer also appeared 
in a student who had had small doses of steroid hormones 
intermittently (Hirschowitz et al. 1956). This student had 
no increase in gastric acidity, and Hirschowitz et al. 
consider that by no means all ulcers, either naturally 
occurring or hormone-induced, are the result of increased 
gastric secretion, but decreased mucosal resistance may 
play a more important part. 

The danger of peptic ulceration during steriod therapy 
lies in its liability to attack p sviously normal persons, 
and to cause hemorrhage and perforation without 
warning. Cases 12 and 13 resemble those of Gray et al. 
(1951) in that they were having very large doses, but 
there is no‘evidence about their gastric secretion. 


Deaths from Other Causes 
PULMONARY EMBOLISM 

Case 14.—A housewife, aged 55, was admitted because of 
bronchial asthma, worsening in the previous six weeks. There 
was slight cardiac enlargement; blood-pressure 160/110 
mm. Hg. She had severe varicose veins. Daily intravenous 
infusions of corticotrophin in glucose were given: 30 mg. for 
two days, 20 mg. for four days, 15 mg. for one day, and 
10 mg. on the last day. Her asthma improved greatly, but 
the day after the last dose she complained of precordial pain, 
became pale and pulseless, and was soon dead. Necropsy 
showed a massive embolus obstructing the main pulmonary 
artery. The deep calf veins were thrombosed in both legs. 

There are conflicting reports of the effect of cortisone 
and corticotrophin on blood-clotting. Cosgriff et al. (1950) 
reported that the venous clotting-time and heparin- 
retarded clotting-time were shortened, but there was no 
change in prothrombin-time, fibrinogen-B content, or 
protamine titration. Monto et al. (1950) found variable 
changes in coagulation, including in some patients an 
increase in circulating heparin during therapy. Cosgrift 
(1951) encouritered 48 thromboembolic incidents among 
700 patients receiving steroid hormones and considered 
this incidence greater than expected, but Russek et.al. 
(1954) observed no complications in 100 patients treated 
with cortisone for various cardiovascular conditions, 
including angiua pectoris and myocardial infarction. 

The incidence of thromboembolic complications during 
steroid therapy at Guy’s Hospital has not appeared 
abnormal, aud it is impossible to say whether the death 
in case 14 was due to corticotrophin. An embolus shortly 
after a course of corticotrophin is interesting in view of 
the observation of Hume and Moore (1952) that thrombo- 
phlebitis was perhaps more likely to follow cessation of 
the hormone, and this might be analogous to the thrombo- 
phlebitis after surgical operations, when adrenocortical 
activity is lessening or has returned to normal. Margulis’s 
(1952) observation that circulating heparin increased 
during corticotrophin therapy and afterwards fell below 
normal may explain this. If death is to be attributed to 
corticotrophin in case 14, this may have been the 
mechanism. 


HYPERSENSITIVITY TO CORTICOTROPHIN 
Case 15.—A man, aged 59, who had had ankylosing spondy- 
litis for twenty-five years, was admitted for trial of cortico- 
trophin. He had had radiotherapy in 1936. Bilateral sympa- 
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thectomy was performed in 1946 for thromboangiitis obliterans. 
On admission, there was complete rigidity of the spine and 
neck, chest expansion was | in., and the temporomandibular 
joints were almost fixed. A few inconstant rales were heard 
at the left lung base. Because of his abject condition, cortico- 
trophin was tried (25 mg. daily in glucose by intravenous 
drip). After two days, improvement was remarkable, and he 
could open and close his jaws normally, but during each 
infusion he complained of dyspnea, and his temperature rose 
to 99°F. The dyspnea became worse during the next two 
infusions and he produced a little tenacious sputum. Rhonchi 
and rales were heard over the chest. The symptoms subsided 
immediately the corticotrophin was finished, and none was 
given on the next day. On the sixth day, corticotrophin had 
to be stopped because of dyspnoea, and despite apparent 
improvement he was found dead twelve hours later. At 
necropsy there was slight right ventricular enlargement 
(heart 445 g.); a little free fluid was present in both pleural 
cavities, and the trachea and bronchi contained much tena- 
cious mucoid sputum. There was no evidence of infection or 
of pulmonary edema. The pelvic colon contained a small 
adenocarcinoma, without metastases, and there was a hzemor- 
rhagic pheochromocytoma in the left adrenal gland. 

Hypersensitivity to corticotrophin, occasionally fatal, 
has been reported (Feinberg et al. 1951, Wilson 1951, 
Brown and Hollander 1952, Stevenson 1952, Hill and 
Swinburn 1954). The sensitivity may be to pork or beef 
protein derived from the source of preparation or to the 
hormone itself. A previous dose or course of cortico- 
trophin has usually been given and the reaction may be 
immediate or delayed (Thorn et al. 1953). The reported 
reactions include pruritus, angioneurotic cedema, or 
urticaria, particularly at the site of intramuscular 
injection, asthma and bronchospasm, and severe circu- 
latory collapse, often with rigors and abdominal pain. 

Death in case 15 seems undoubtedly due to cortico- 
trophin, but the exact cause is less obvious. No skin 
rash was observed, and sensitivity tests were not per- 
formed. The picture suggested bronchial asthma, and 
there is little doubt that it appeared to subside each time 
corticotrophin was stopped. Pulmonary cdema from 
sodium and fluid retention in a patient with considerably 
diminished chest expansion was a possible explanation, 
but no rise in venous pressure was observed, and the 
necropsy findings did not suggest this mechanism. 
Whether the unsuspected pheochromocytoma in any way 
contributed to death is not known, but it seems unlikely. 
Death has been tentatively attributed to hypersensitivity 
to corticotrophin. This case emphasises Wilson’s (1951) 
warning that the hormone should be stopped immediately 
at any sign suggesting hypersensitivity. 

CARDIAC FAILURE 

Case 16.—A housewife, aged 53, was admitted because of 
breathlessness for nine years and recent “ blackouts”’ on 
exertion. She suffered from Raynaud’s phenomenon, and had 
undergone bilateral cervical sympathectomy and amputation 
of the left 5th finger. She had signs of scleroderma. No 
cardiac enlargement was detected, but the pulmonary 2nd 
sound was increased, and the venous pressure was slightly 
raised. A chest radiograph showed fine reticulation over the 
lung fields and enlargement of the pulmonary artery and 
heart. Scleroderma with probable involvement of heart and 
lungs was diagnosed. Cortisone (100 mg. daily) was given, 
and the hands appeared much improved, but she was 
readmitted six weeks later in heart-failure. Cortisone was 
discontinued and treatment with digitalis and mersalyl 
started. She died in cardiac failure seven weeks after cortisone 
was stopped. Necropsy showed enlargement of the right 
ventricle and dilatation of the tricuspid ring. The pulmonary 
artery was dilated, and its walls showed plaques of atheroma. 
The lungs were tough but not grossly abnormal. A small 
ulcer was present in the stomach. Microscopical changes of 
scleroderma were seen in the skin, but not in the heart or in 
the lungs, which were emphysematous only. e 

This patient had pulmonary hypertension, presumably 
secondary to her emphysema, with the’ resulting symp- 
toms and signs—e.g., effort syncope. In retrospect it is 
clear from the radiographs that the right ventricle and 
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pulmonary artery had enlarged during the previous year, 
and as cardiac failure developed within three weeks of 
starting it, cortisone must be assumed to be the precipi- 
tating factor. Since the fluid-retaining properties of 
cortisone and corticotrophin are so well known, few 
fatalities are likely from their use in patients with 
established or threatened failure. Although prednisone 
(Nabarro et al. 1955) and prednisolone usually cause less 
electrolyte disturbance, they may still precipitate failure 
and should be avoided when this risk is present. 


RUPTURE OF THE AORTA 

Case 17.—A schoolgirl, aged 15, was admitted for persistent 
pyrexia and indifferent health for a year. Seven weeks earlier 
her nose became red, painful, and swollen. Listlessness, 
sweating attacks, and remittent fever (99-102°F) developed. 
Both elbows became swollen and her appetite was poor. 
Several antibiotics had been given without effect. There 
was a red papular lesion over the nose, and slight faucial 
inflammation. The only other abnormal finding was an apical 
systolic murmur. P 

Investigations.—Chest radiograph normal. White count 
15,800 per c.mm. (polymorphs 73%, eosinophils 1%) Erythro- 
cyte-sedimentation rate (Westergren) 135 mm. per hr. No 
L.E. cells in peripheral blood. Sternal marrow normal. Blood 
agglutination negative. Mantoux (1 in 1000 o.1.) negative. 
Stools normal. Serum-proteins, 6-6 g. per 100 ml. (albumin 
3-0 g., globulin 3-6 g.); electrophoresis, diminished yy, but 
raised a, globulin. Muscle biopsy normal. 

The rather imprecise diagnosis of ‘‘a collagen disease ”’ 
was made and cortisone given by mouth (6-3 g. over twenty-six 
days). Symptoms were much improved and the pyrexia was 
abolished, but the E.s.R. remained high (118 mm. per hr.). 
On the twenty-sixth day of treatment she complained of 
vague chest pain and later severe substernal pain. At 5 p.m. 
she became pale and shocked, rapidly going blind. An electro- 
cardiogram was normal. The si suggested hemorrhage but 
none could be detected. She died at 6 p.m. A fusiform dilata- 
tion of the descending thoracic aorta was found to have 
ruptured into the left pleural cavity. There were smaller 
aneurysms in the abdominal aorta and common iliac vessels. 
Many inflammatory cells were seen in the subintimal layer 
of the aorta, extending into the media near the aneurysms. 
The subintima of the coronary arteries contained similar 
lesions. The histological diagnosis was “ an acute arteritis of 
unknown etiology ”’ affecting the aorta and main vessels. 

The main problem here is to decide whether cortisone 
precipitated rupture of an already damaged aorta or was 
conceivably responsible for all the post-mortem histo- 
logical changes. The possible production of fibrinoid 
necrosis by cortisone (Lunseth et al. 1951), and the 
sequel of visceral infarction in vessels affected by poly- 
arteritis (Schick et al. 1950, Sharnoff et al. 1951) have 
already been discussed in connection with intestinal 
perforation. Severe mesenchymal reactions (with lesions 
indistinguishable from polyarteritis nodosa) have been 
observed in patients receiving large doses of steroid 
hormones for rheumatoid arthritis (Polley 1956). This 
girl clearly had a severe illness, compatible with a pro- 
gressive arteritis, long before cortisone was given. Aortic 
weakening and dilatation had begun before treatment was 
started, for re-examination of the radiographs shows 
that, though the descending aorta appeared normal 
on admission, dilatation of the retrocardiac portion had 
begun seven days before cortisone was started, and was 
considerable on the last film, nine days before death. 
This change was not appreciated at the time. Cortisone 
may have precipitated rupture, but disorganisation of 
the vessel wall was so widespread that rupture appears 
to have been inevitable. This death was not, therefore, 
attributed to cortisone. 


CHRONIC HYDROCEPHALUS DUE TO CYSTICERCOSIS 
Case 18.—A man, aged 45, who had lived in India, was 
investigated for recurrent headaches with vomiting. Radio- 
graphs showed calcification in the limb muscles, and an air 
encephalogram showed a shadow in the roof of the 3rd 
ventricle. Cysticercosis was diagnosed, and cortisone started 
because of the suggestion that the attacks might represent 
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DETAILS OF TREATMENT IN PATIENTS WHO DIED DURING STEROID THERAPY 


Case pe Clinical Duration of steroid 
ne. sox diagnosis therapy 
1 23 F | Scleroderma 18 months. Intermittent cor- 
| tisone, usually 100 mg. 
daily 
2 59M! Rheumatoid arth- | 3'/, months. Cortisone 100 
ritis meg. daily 
3 54M | Polyneuritis li months. Corticotrophin 
30-60 mg for 8 months, 
Cortisone 200 mg. daily for 
3 months 
i {7 F  Polyarteritis nodosa | 13 months. Cortisone 150 mg. | 
for 7 months. 300 mg. for 
3 months. Prednisolone 
45 mg. daily for 3 months 
) 56 M | Scleroderma Cortisone 100 mg. for 18 days, 
75 mg. for 19 days 
6 |} 60 M | Dermatitis of un- 5 months. Corticotrophin 
known etiology 30 mg. daily, and for last 
2 months cortisone 200 mg. 
daily added 
. 
7 48 F | Scleroderma Approx. 2 months. Cortisone 
100 mg. daily 
8 67 F | Temporal arteritis | 4 months. Prednisolone 20 
} mg. daily 
9 | 51 F | Polyarteritisnodosa| 15 days. Corticotrophin 40 
mg. daily for 13 days, 
Cortisone 200 mg. for 2 days 
10 | 75M)! Ulcerative colitis 12 days. Corticotrophin (total 
| 420 mg.) 
11 25 Mj Ulcerative colitis 8 days. Cortisone 100 mg. 
daily 
12 55 M| Polyarteritis nodosa 1 year. Corticotrophin and 
} cortisone various doses 
13 45M} Pemphigus vulgaris Approx. 8 months. Cortisone 
up to 1 g. daily 
14 55 F | Bronchial asthma 8 days. Corticotrophin 30- 
} 10 mg. daily 
15 59 M/| Ankylosingspondy- 5 days. Corticotrophin 25 mg. 
| litis daily 
16 53 F | Scleroderma 6 weeks. Cortisone 100 mg. 
daily 
17 15 F | Acute necrotising | 26 days. Cortisone 150-300 
| arteritis mg. daily 
| 
18 42 M } Cerebral eysticer- Approx. 5'/, months Corti- 


cosis sone 100-300 mg. daily 


| 


reaction to foreign protein, since the cerebrospinal fluid 
contained many eosinophils during these attacks. Later 
attacks were possibly improved by increasing the cortisone, 
but in one of these he became unconscious and despite ven- 
tricular puncture died. Necropsy confirmed the presence of 
cysticercosis. 


There seems no reason to believe that cortisone in any 
way hastened or caused death, and it has not been held 
responsible. 

Conclusions 


Steroid therapy can be fairly blamed for 9 of the 18 
deaths and was probably responsible for 2 more (see 
table). In 2 patients therapy has not been held responsible 
and it seems unlikely to have played a part in a further 2. 
In the remaining 3, death was quite possibly hastened or 
contributed to by cortisone or corticotrophin, for reasons 
already discussed. Of the 11 patients whose death has 
been attributed to steroid therapy, 5 at least were 
suffering from diseases often fatal. 2 of the 3 patients 
whose death may have been precipitated by therapy 
were gravely ill, one with polyarteritis nodosa, the other 
with fulminating ulcerative colitis. It would be quite 
wrong, therefore, to assume that cortisone or cortico- 
trophin was responsible in every case, and to do so would 


Whether 
attributed to 
steroid therapy 


Dose at time of 


complication Cause of death 


100 mg. daily. | Infection (pneumonia). Yes 
Stopped 10 days No necropsy 
previously 
150 mg. daily Infection (pneumonia). | Yes 
Necropsy 
Cortisone 200 mg. Infection (pneumonia). Yes 
daily Necropsy 
Prednisolone 45 mg. Infection (peritonitis Yes 
daily followed by pneu- 
monia). Laparotomy, 
no necropsy 
Cortisone 75 mg. | Probablyinfection.? Sep- Probable 
daily ticeemia. No necropsy 
Corticotrophin 40 | Infection (bronchopneu- _ Unlikely consid- 
mg., cortisone 200 monia). Necropsy ered terminal 
mg., both daily event in the 
disease ) 
Cortisone 100 mg. | ? Fulminating infection. | Probable. No 
daily 4 No necropsy proof 
Prednisolone 20 mg. Perforation of éolon due Yes 
daily to diverticulitis. Post- 
op. adrenal failure. 
Necropsy 
Corticotrophin 40 | Perforation of ileum. Possible 
mg. daily Necropsy 
Corticotrophin 40 | Perforation of colon. Possible 
mg. daily Necropsy 
Cortisone 100 mg. } Hemorrhage from colon. Possible 
daily Necropsy 
Corticotrophin 60 | Massive gastro-intestinal | Yes 
mg. daily hemorrhage. Necropsy 
Cortisone 750 mg. | Massive gastro-intestinal Yes 
daily heemorrhage. No nec- 
ropsy 
Corticotrophin 10 | Pulmonary embolism. Unlikely 
mg. daily eNecropsy 
Corticotrophin 25  ? Hypersensitivity tocor- Yes 
mg. daily ticotrophin. Necropsy 
Cortisone 100 mg. | Congestive heart-failure. | Yes 
daily Necropsy 
Cortisone 300 mg. | Rupture of thoracic aorta.| No 
aily Necropsy 
Cortisone 150 mg. | Hydrocephalus from No 
daily cerebral cysticercosis. 


Necropsy 


exaggerate the risks of steroid therapy. It is not possible 
to assess accurately the incidence of fatal complications, 
tor though 11 deaths certainly resulted from treatment, 
the exact number of patients receiving steroid hormones 
is not known (it is approximately 500). Even with 
accurate figures, such a crude incidence would be of 
doubtful value, since it ignores the various diseases 
treated. 


In this series fatal complications have not been related 
to size of dose or duration of treatment though clearly 
the longer a patient receives steroid hormones the longer 
he is at risk. The minimum time for serious complica- 
tions to appear is very short, and one of Page’s (1954) 
patients died from pneumonia only seven days after 
starting corticotrophin. Cases 10 and.11 (ulcerative 
colitis) had fatal complications twelve and eight days 
respectively after starting treatment. In cases 12 and 13 
(death from gastro-intestinal hemorrhage) very high 
doses were given for long periods, but severe hemorrhage 
has been reported (Davis and Zeller 1952) after only 
50 mg. cortisone daily, and it would be unwise to draw 
any conclusions from these 2 patients. 

Infection and gastro-intestinal perforation and hemor- 
rhage have been the commonest fatal complications, 
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as they have been in other ‘published series. It is herd 
to see how the risk of infection can be prevented, though 
patients with tuberculosis and perhaps other chronic 
infections should be excluded from treatment, save in 
very special circumstances. Similarly patients with a 
history of peptic ulcer should be excluded, but steroid 
hormones can cause ulceration in some normal subjects, 
so that this complication cannot entirely be prevented. 
Death could probably have been prevented in some 
cases in this series (particularly those due to infection, 
and the postoperative death) had the vital importance of 
continuing or increasing the dose of cortisone or cortico- 
trophin during the period of stress been fully appreciated. 
The masking effect of the steroid hormones will always 
make the detection of an infection difficult, and it is our 
practice to give large doses of antibiotics at the slightest 
hint of infection. In cases of doubt such a patient is 
admitted to hospital for observation; and all patients 
are warned that they must immediately call in their 
doctor should any untoward malaise or symptom occur. 
Even so, occasional fulminating cases, like those reported 
by Page (1954), are still likely to happen. The patient 
away from home or who is admitted to another hospital 
after an accident runs an increased risk unless the need for 
extra cortisone is appreciated. 

The development of compounds similar in anti- 
inflammatory effect to cortisone will continue: for 
prednisone and prednisolone it has been claimed that the 
unwanted action on fluid and electrolyte balance is much 
less than that of cortisone. As Nabarro et al. (1955) 
have warned, only the less important side-effects are 
removed or diminished with these compounds; the 
serious ones of adrenocortical suppression and risk of 
infection remain. This false security of prednisone and 
prednisolone may mean that they are more freely pres- 
cribed when there is no real need. It is unlikely that 
compounds will be produced which retain considerable 
anti-rheumatic and anti-inflammatory properties without 
the risk of infective complications and without adrenal 
suppression. 

As with all other methods of treatment which have at 
first sight appeared miraculous, the limitations of the 
corticosteroid hormones are now being appreciated, 
particularly with regard to the possibility of serious 
complications. But other forms of treatment have their 
risks, and it would be a great pity if the dangers of 
steroid therapy were overemphasised. They must, 
however, be understood, and each physician may have 
his own ideas as to the best use of corticosteroids. It is 
unwise to embark upon steroid therapy without adequate 
means for careful and regular supervision of the patient, 
and unless real benefit can be anticipated. As Polley 
(1956) has recently put it, ‘‘ For optimal therapeutic 
value, use of these hormones should be supervised by 
physicians who have familiarised themselves with its 
intricacies in the same thorough manner that they would 
consider necessary in undertaking any complicated 
medical or surgical treatment.”’ 


Summary 


In 18 deaths associated with steroid-hormone therapy, 
infection was the commonest cause (7 cases), and gastro- 
intestinal hemorrhage and perforation were each respon- 
sible for 3 deaths. 

Steroid therapy was considered directly responsible for 
11 deaths, and probably hastened death in 3 more. In 4, 
death was not the result of this treatment. 

There is a serious risk of adrenal failure in patients who 
encounter added stress during steroid therapy. Under 
such circumstances, doses must be increased and anti- 
biotics given in large amounts. 

Steroid therapy inevitably carries some risk, and 
regular and careful observation of all patients is 
imperative. 
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Tue plasma-insulin level in man has been studied by 
Bornstein (1950), Bornstein and Lawrence (1951), Groen 
et al. (1952), and Vallance-Owen and his colfeagues 
(Vallance-Owen and Hurlock 1954, Vallance-Owen et al. 
1955). In all cases difficulty was caused by one of two 
factors: with the technique used by one of us (J. B.) 
many laboratory animals either died during preparation 
or had to be rejected because of instability of their blood- 
sugar level ; and the diaphragm’ technique used by other 
workers, notably Groen et al. (1952), Vallance-Owen and 
Hurlock (1954), and Randle (1956) lacks precision. 

An added difficulty in estimating plasma-insulin is 
the fact that, in some diabetics, insulin antagonists can 
mask the presence of plasma-insulin (Bornstein and 
Lawrence 1951, Vallance-Owen et al. 1955, Field and 
Stetten 1956, Hampton et al. 1956). Bornstein and Park 
(1953) and Randle and Young (1956) also found a labile 
inhibitor in the plasma of alloxan-diabetic rats. 

Attempts to simplify estimations by using small 
animals—e.g., mice—are handicapped by the fact that 
glucose is injected together with plasma; thus the 
injection of 1-0—4-0 mg. of glucose in 1 ml. of plasma into 
an animal with a total blood volume of 1-5—2-0 ml. may 
completely mask any fall of blood-sugar level due to 
plasma-insulin and will certainly decrease the observed 
fall. 

In view of these considerations we tried to concentrate 
insulin from plasma, thus freeing it from glucose and 
enabling us to give in a small volume the equivalent of 
much larger amounts of plasma. The administration of 
such concentrates of insulin should then make it possible 
to design an assay using more stable animal preparations 
than before. 

We also hoped that, in the process of fractionation, the 
antagonists would either be destroyed or separated from 
the insulin fraction ; but, since the nature of the antagon- 
ists was unknown, we could not plan to do so. 

We describe here the fractionation process and present 
the evidence that the fraction obtained contains insulin. 
A study of normal, diabetic, and insulin-resistant dia- 
betics shows that the method used separates insulin from 
its antagonists. 


Methods and Material 


In all the preliminary experiments insulin labelled 
with *58 by sulphation according to the method of Stadie 
et al. (1952) was added to the plasma to facilitate 
fractionation. 

The biological activity of all the fractions obtained 
was tested on the rat diaphragm at 200 mg. of glucose 
per 100 ml. by the technique of Brown et al. (1952). A 
fraction was only considered active if the acceleration 
or inhibition observed was statistically significant 
(P =0-05). 

In all the cases freshly obtained normal human plasma 
was used, and clotting was prevented with heparin. 
Reagents 

Analytical reagent (A.R.) absolute ethyl alcohol was 
redistilled. 

Sulphur-free toluene (B.D.H.) was found satisfactory. If 
it was not available, toluene was freed from all sulphur- 
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1950 

AR. grade n-butyl alcohol was repeatedly shaken with 
A.R. grade 5°, sulphuric acid, refluxed with caustic soda and 
then redistilled, only the middle third of the fraction boiling 
between 117°C and 118°C being used. 

A.R. grade acetone was used throughout. 

It is essential to use reagents of the highest grade of purity 
because reducing substances in the solvents can inactivate 
insulin. 

Technique 

To 1 vol. of freshly obtained plasma were added 4-0 vol. 
of ethyl alcohol, 0-4 vol. of toluene, and 0-4 vol.of n-butyl 
alcohol. The pH was then adjusted with HCl to pH 1-5 
(indicator paper), and the mixture was shaken for an hour. 
Then the mixture was centrifuged, the supernatant 
fluid set aside, and the residue re-extracted four times, 
for an hour at each extraction, with a solvent mixture 
consisting of 1 vol. of 0-04 M sodium acetate, 4-0 vol. 
of ethyl alcohol, 0-4 vol. of toluene, and 0-4 vol. of n-butyl 
alcohol, the pH being adjusted as before. 

The five supernatant fluids were combined, and acetone 
was added to give a final concentration of 83% acetone. 
This precipitated all the protein contained in the extract. 

Experiments with added *°S-labelled insulin showed 
that about 85% of alfcounts were present in this fraction 
(table 1). 


TABLE I-—-RECOVERY OF COUNTS IN PRIMARY EXTRACTION 
INSULIN LABELLED WITH **s ADDED TO PLASMA 


Counts recovered 











pet Counts % % — 
adde recovery | 
me. Extract Residue extract 
1 21,950 19,600 3370 104-6 | 85-5 
2 21,950 19,050 3220 101-5 | 85-5 
3 24,000 20,132 2895 95:5 | 87 
4 24,000 20,325 3870 100-8 | 84 





Mean 100-6 | "85-5 


The residue (residue A) and the extract were then 
ried in vacuo and stored. 

To test the biolégical activity of such extracts a fixed 
volume of 0-15 M saline solution (usually half the original 
plasma volume) was added, the pH adjusted to 2-5-3-0, 
and the mixture stirred for 30 minutes.* The supernatant 
fluid was collected by centrifuging at high speed (8000 g) 
and the volume accurately measured to allow for correc- 
tion in terms of original plasma volume. The extract 
was then neutralised and incorporated in Krebs-Henseleit 
buffer to give a plasma equivalent of 0-4 ml. of original 
plasma per nil. of buffer. No glucose was found in the 
dissolved extract. A considerable portion of the protein 
had been denatured and was insoluble (residue B). This 
was suspended in saline solution and tested on the rat 
diaphragm. 

Protein estimations showed that the extract contained 
about 2-5% of the original protein (table 1m), and all the 


TABLE II-—PROTEIN CONTENT OF INSULIN EXTRACTS OF PLASMA 








Extract Total protein in | Extract pretein 
no. sample (mg.) (mg.) % extracted 
1 69-0 1-014 1-47 
2 61-0 1-268 2-08 
3 66-5 2-290 3-44 
4 61-0 1-960 3-22 
Moon | 2°55 


Protein estimations according to method of Lowry et al. (1951). 


insulin-like activity was contained. in this extract 
(table 11). 

To determine whether the nnstiniditine so obtained in 
utilisation of glucose was due to insulin or was non- 
*In earlier experiments the dry Protein powder was stirred ‘for a 

much longer time to bring oa S amount of protein aj 


solution, but much colloidal suatane Pp 
this produced irregular resul 
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OF VARIOUS FRACTIONS OBTAINED FROM 


RAT DIAPHRAGM 


TABLE III-—ACTIVITY 
EXTRACTION PROCEDURE WHEN TESTED ON 


Change of rate of utilisation of glucose by 
rat diaphragm (mg. per g. per hr.) 





Fraction 
No. of - : — 
diaphragms Change in rate +S.E.M. 
Extract 45 +114 40-18 
Residue B 14 0-20 +0-17 
Residue A 28 — 0-60 +0-16 


For effect of extract n =44, T=6-33, P <0-001. 

For effect of Residue A n=27, T=3-75, P<0-01. 

All results are expressed as either acceleration or inhibition of 
control rate. 
specific, extracts were prepared and divided into four 
parts. One part was treated with alkali and one part 
with cysteine according to the technique of Sutherland 
and Cori (1948). After inactivation such inactivated 
extracts were dialysed against Krebs-Henseleit buffer. 
To avoid differences due to losses during dialysis, two 
remaining fractions were dialysed in parallel. To prevent 
variations due to traces of cysteine or of alkali in the 
extract, an identical quantity of these reagents was 
added to Krebs-Henseleit buffer, and this was then 
dialysed in exactly the same way as the extracts, and 
used for the incubation of the control hemidiaphragms. 
Diaphragm experiments showed that both alkali and 
cysteine inactivated such extracts (table tv). 

The technique of investigation thus established was 
applied to the study of insulin in the plasma of healthy 
people and patients with ordinary diabetes mellitus and 
with insulin-resistant diabetes mellitus. 

The method of study was the rat-diaphragm technique 
(Brown et al. 1952) applied to crude plasma; the 
extract ; and residue A. 

22 people were investigated by these methods: 7 
healthy adults, aged 23-37; 8 diabetics, aged 17-71, of 
whom 1 showed insulin resistance; and 7 patients in 
diabetic coma, including 4 with insulin resistance. In all 
the cases 0-4 ml. plasma or its equivalent was used. 

The sensitivity of the rat diaphragms to 1 milliunit 
(0-001 unit) of crystalline insulin was tested at intervals 
throughout the investigation. 


Results 


The results are expressed as the change in glucose 
utilisation in mg. per g. of muscle per hr. caused by 
adding the test substance to the buffer. Table v shows 
that in all the cases where a statistically significant 
acceleration was observed as the result of adding crude 
plasma, a similar significant acceleration was seen when 
extract was used. 

It also shows that the residue from the extraction 
process never accelerated the utilisation of glucose by 
the diaphragm, and that in most cases a statistically 
significant inhibition was observed. 

The experiments on cases of untreated diabetes mellitus 
bear out findings previously reported (Bornstein and 
Lawrence 1951) that the patients fall into two groups : 
those with and those without available plasma-insulin. 


TABLE IV-—EFFECT OF CYSTEINE AND OF ALKALI ON ACTIVITY 
OF EXTRACTS 


Change in rate of utilisation of glucose by paired 
at we 
Extract ' 
no. ‘ 
No. of Change in rate 
dia (mg. of glucose S.E.M. P 
phragms per g.) 
8 +1-19 0-2 0-001 
1A 8 - 0-66 0-36 2 
2 7 +1-61 0-34 0-01 
2C 7 —O-14 + 0-31 od 


Extract 1A, after treatment with alkali and dialysis. 
Extract 2C, after treatment with cysteine and dialysis. 
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It is of considerable interest that in no case of diabetic 
coma was ‘‘ free ’’ insulin found in the plasma, although, 
in some of these, very large amounts had been adminis- 
tered in the previous twenty-four hours. In all such 
cases—i.e., where insulin had been administered—the 
extract showed insulin activity. Patients who had been 
stabilised on insulin showed insulin present in their 
plasma. 
Discussion 

The distribution of radioactivity and biological activity 
after extraction, together with the fact that the extracts 
were inactivated by alkali and by cysteine, strongly 
suggests that the acceleration observed was due to insulin. 
Strong support is lent to this view by the more recent 
finding (unpublished) of C. W. Baird and J. Bornstein 
that such extracts depress the blood-sugar level of adren- 
alectomised alloxan-diabetic mice. Both the diaphragm 
experiments and the preliminary assays done on the 


TABLE V—-COMPARISON OF EFFECT OF CRUDE PLASMA, EXTRAOT, 
AND RESIDUE A ON RATE OF GLUCOSE UTILISATION BY RAT 








DIAPHRAGM 
Change in rate of glucose utilisation: 
Insalin (mg. per g. of muscle per hr.) 
Experi- | _ in S.E.M. material added 
— Pe ASE previous — 7 
P 24 hr. Crude } 
plasma Extract Residue A 
Healthy people: 
F | 26 0 +1:6+40-32, +1-4+0-27| -—0-640-21 
2 M | 37 0 +1-:14+0-28 +1:2+40-31)| -0-7 +0-30 
3 F | 23 0 +0-9+0-11 +1-1+0-21| —0-240-18 
4 M34 0 +1:340-31 +1-0+0-28) —0-8+0-31 
5 F | 25 0 +0-9-0-26 +0-8+0-24) -1-7+0-19 
6 M | 28 0 . +2-340-53) —0-4+0-50 
7 M | 23 0 +0-5+0°14') -—0-7+0-20 
Diabetes mellitus : 
8 F | 56 0 +1:240-26, +1-:140-17{ -0-340-13 
9 M | 37 0 +1-4+0-19, +1-340-11|) -0-0+0-12 
10 F | 21 0 +1-:7+0-11 +0-9+0-20) —1-02+0-23 
11 M | 17 0 +0-'1+0-21 0-0 +0-20) -—0-4+0-31 
12 M | 29 0 +0-1+0-20| —0-1+40-10! —0-5+0-27 
Diabetes mellitus (stable on insulin) : 
13 M 3 70 +1-2+0-19 1-0 40-38! —1-1+0-26 
14! F 71 24 +0840-09 +1:040-16) -0-9+40-18 
15° F 38 300 -0-1+40-10 1-2+0-22) -—0-7 +0-27 
Diabetic coma : 
16 M_ 69 0 +0-5*+0-55 +0-3* +0-323) -0-6* +0-48 
17 F 19 0 -1-2 +0-1 +01 
18 F 58 1000 —0-2%+0°27 +1:2+0-36 ed 
19 F 73 400 —-0-6+40-15 +1:1+0-31 0-0 +0-21 
20 F 52 3000 —1-1+0-26, +1:7+0-41;| -—0-9+0-26 
21 F 29 0 -1-1 +1:1+0-42, —-0-8+0-16 
22° F 71 8000 —-0-8 40-29 +2-6+40-62) —1-6+0-28 


Insulin (1 milliunit) 


a 1-9 0-39 
b 1-6 40°34 
© 1:4 +0-26 
d 1-1 40-27 


In all experiments where standard error iS given at least 6 dia- 
phragms were used for the test. Where S.E.M. is not quoted, only 
4 were used owing to lack of material. 

Results marked with an asterisk were not tistically significant. 
1. Patient stable on 24 units a day; insulin-resistant 6 years 

previously. 
2. Patient insulin-resistant ; last dose of insulin 24 hr. before test. 
3. Patient insulin-resistant before coma ; stable on 1000 units a day. 
0-4 vol. of plasma or its equivalent was used in every case. 


prepared mice suggest that the plasma-insulin level is 
about 1-2 milliunits of insulin per ml. of plasma in 
healthy adults after a meal. 

The results obtained in the diabetics (table v) show 
that such patients fall into two groups: those with and 
without availabie insulin, cases 11 and 12 being typical 
juvenile diabetics showing no insulin in either plasma 
or extract. These two patients were later stabilised on 
28-36 units insulin a day. 

Wrenshall et al. (1952) have shown that the pancreas 
of most diabetics aged more than 25 contains insulin. 
However, Bornstein and Lawrence (1951) and Bornstein 
and Trewhella (1951) found that, in patients with severe 
diabetes in this age-group, the presence of insulin could 
not be demonstrated in crude plasma. So far patients of 
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this type have not been studied by the present technique, 
but case 21 strongly suggests that such patients may be 
secreting insulin masked by antagonists in the plasma. 
This patient, a woman aged 29, was seen in coma after 
having omitted insulin for five days. Her plasma actively 
inhibited the rat diaphragm, but the extract accelerated 
its utilisation of glucose to a degree seen in healthy people, 
thus indicating the presence of insulin. 

Cases 18-22 show that, in diabetic coma, insulin can 
be present in the plasma but is masked by an antagonist 
or antagonists, which can be separated by the fractiona- 
tion process used. It is of interest to speculate whether 
the antagonist is binding insulin in such a way that it is 
not available to the cell or the antagonist is acting on 
some enzyme system. This masking of the insulin action 
confirms the results of Vallance-Owen et al. (1955) and 
Field and Stetten (1956). 

The nature of the inhibition produced by the residues 
obtained is of the greatest importance. It is, of course, 
possible that such residues are inhibitors only because 
they contain toxic products arising from denaturation of 
proteins during extraction. However, in case 22, intra- 
venous injection of the residue in the same quantity as 
used on the diaphragm into each of a group of 20-g. mice 
protected these animals against hypoglycemic convulsion 
induced by a standard dose of insulin, thus suggesting 
that the effects observed may be due to a specific inhibi- 
tor. If the effect of such residues is specific, it seems that, 
in healthy people, there is a balance between insulin and 
its antagonists in the plasma, and that this balance is 
upset when insulin resistance is present, whether the 
patient is in coma or not, as in cases 15-22. 

Furthermore there seem to be two kinds of antagonist : 
one which is destroyed by extraction (cases 17 and 19), 
and another which is stable in this procedure (cases 15 
and 20-22). It is impossible to state whether the labile 
antagonist is identical with that described by Bornstein 
and Park (1953), Krahl and Bornstein (1954), and 
Randle and Young (1956), but the stable fraction is 
probably the same as that described by Fieid and Stetten 
(1956). 

Summary 

A technique for extracting insulin from plasma is 
described. 

This technique, applied to diabetics, showed that, in 
diabetic coma, insulin can be present in the plasma, but 
its activity is masked by antagonists. 

The implications of the results are discussed. 

We wish to thank Dr. Ewen Downie and Dr. H. P. Taft 
for permission to study their patients; Miss J. Hill for invalu- 
able technical assistance, and the Australian National Health 
and Medical Research Council and Eli Lilly and Company 
for financial support. 
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DUODENAL ULCER 
TREATED BY GASTRO-ENTEROSTOMY WITH 
VAGOTOMY 


F. Dents HINDMARSH 
T.D., M.S. Durh., F.R.C.S. 


ASSISTANT SURGEON, ROYAL VICTORIA INFIRMARY, 
NEWCASTLE UPON TYNE 


In eight years, at the Royal Victoria Infirmary, I have 
treated 197 patients by vagotomy and posterior gastro- 
jejunostomy according to principles previously described 
(Hindmarsh 1954). This series of 197 cases of duodenal 
ulcer comprises all those operated on at this hospital by 
this method except those treated in the past twelve 
months. 

ZEtiology of Duodenal Ulcer 


There is much evidence that the main factor in the 
causation of duodenal ulcer is the presence of unbuffered 
gastric acid combined with the free pepsin produced by 
psychic or nervous stimulation. 

The flow of gastric juice, under nervous stimulation, 
may in itself produce an ulcer. This has been shown by 
work on dogs in which the esophagus was dissociated from 
the stomach and anastomosed to the jejunum (Winkel- 
stein et al. 1956). The vagal nerves were kept intact 
and a considerable proportion of these dogs developed 
ulcers which had the same complications as duodenal 
ulcer in man and were pathologically similar to such 
ulcers. 

That peptic ulcer can be formed by unused secretion 
of gastric juice was shown in a case of reduplication of 
the bowel, when an ulcer developed on the antimesenteric 
border of the normal bowel just opposite the small 
communication connecting it with a gastric reduplication 
(fig. 1) in a child, aged 3 years, admitted with generalised 
peritonitis from perforation of the ulcer. 

To Dragstedt and his colleagues belongs the main 
credit for introducing vagotomy as a means of reducing 
excessive peptic secretion, but a recent article emphasises 
the importance of avoiding the secondary effects of this 
operation (Oberhelman and Dragstedt 1955). The views 
expressed in that article are in accordance with my 
own clinical experience of combining vagotomy with 
gastro-enterostomy. 


The Present Series 


Selection of Material 

The patients selected for this operation have been 
those (of whatever age) in whom chronic ulcer or scarring 
was demonstrated radiologically and confirmed by 
laparotomy. The length of history was not considered 
important, because sometimes a chronic ulcer may be 
found after a very short period of symptoms. Many of 
the cases, however, presented with symptoms which had 
been present many years—occasionally twenty-five or 
thirty. Acute hemorrhage—in which partial gastrectomy 
may save life—is a definite contra-indication to this 
operation; but the need for emergency gastrectomy 
would diminish if more chronic ulcers were submitted to 
surgery at an earlier stage. 

Review of Results 

Each patient was interviewed at the end of the first 
year and was later sent circular letters. Of the 197 
patients operated on, 1 died after the operation and 2 
subsequently from cerebral hemorrhage, and 1 was not 
traced, leaving 193 for review, all of whom have been 
reviewed in the last six months. These were graded 
according to the scheme devised by Visick (1948), those 
without gastric symptoms being placed in grade 1. 

If symptoms were present, their severity was assessed 
at an interview (see table). Grade 11 means that symptoms 
were slight ; grade 11S that symptoms were occasionally 
troublesome but controlled; grade mU that symptoms 


¥3 








LANCET] ORIGINAL 


1114 


THE 


were troublesome parry muccntucie’ ; and 
grade Iv that the ulcer had definitely recurred. 
Such assessment is always open to error 
because the grateful patients minimise their 
symptoms. Those with symptoms were not 
included in grade m, however, unless the 
patient said that his symptoms were slight 
and did not cause any loss of work and his 
weight was steady. Grade IS consists of 
patients who were much improved but lost 
work because of gastric symptoms, which 
were occasionally troublesome. Loss of weight 
seemed directly attributable to the gastric 
operation in only 3 cases. In 2 others pul- 
monary tuberculosis developed, and it was 
thought that loss of weight was due to the 
tuberculosis. 





The Operation 

Most surgeons who have performed vago- 
tomy by itself are familiar with its unpleasant 
side-effects. The most troublesome of these 
are flatulence with foul gaseous eructations, 

a sense of unpleasant fullness, vomiting, and 
very often diarrhea. Of a small series of 
20 cases of duodenal ulcer which I treated 
by vagotomy alone, gastric ulceration occurred in 3. 
I regarded this as due to gastric retention and the 
symptoms were satisfactorily controlled when adequate 
drainage was provided by gastro-enterostomy. 

In the present series of 193 cases the dual aim was to 
perform a complete vagotomy and to provide good 
drainage. 

Complete vagotomy—the first step—may be done 
without dividing the left coronary ligament to the liver, 
which can be drawn forwards to expose the gastrophrenic 
ligament. The posterior (or right) vagus nerve is usually 
attached to the esophagus by the small mesentery and is 
normally well defined. The anterior (or left) vagus nerve, 
however, sometimes splits into two or three separate 
branches; occasionally an intramural trunk may also 
be present, which must be secured. 

The (posterior) gastrojejunostomy should create a large 
stoma extending from the lesser to the greater curve at 
the junction of the body with the antrum. Adequate 
drainage of the antrum is essential, as has been shown 
by Oberhelman and Dragstedt (1955) using a more realis- 
tic kind of test-meal. These workers found that gastric 
retention leads to oversecretion of hormonal gastric 
juices, and they report that many of the poor results of 
vagotomy and gastrojejunostomy have been associated 
with what they call high gastrojejunostomy—one not 
sited to drain a hypotonic antrum. 





Complications 

The complication most closely related to the operation 
itself is gastric stasis, which may last several days. A 
routine has now been developed which has almost elimi- 
nated it. Nasal aspirations are discontinued at the first 
possible moment, usually twenty-four hours after the 
operation, and prompt feeding of semi-solids by mouth 


GRADING OF 193 CASES 














Grade Male Female Total 
Satisfactory : 
7 127 14 141 (73%) 
31 3 34 (17%) 
IIs 12 2 14 (7%) 
Total 170 19 189 (98%) 
l imeatisfactory : 
IIU 0 2 21% 
W 1 1 2 (1%) 
Total 1 3 4 (2%) 
” Grand total 171 22 193 
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Perforated peptic ulcer 
Fig. |—Reduplication of bowel with peptic ulcer. 





is allowed in most cases on the third postoperative day. 
The giving of solid food seems to stimulate gastric activity 
and to promote restoration of normal intestinal function. 

Gastric hypotonia can occasionally develop if the 
patient overeats immediately after discharge from hos- 
pital; 2 of the present patients ingested a very large 
meal within a fortnight of operation and had to be 
readmitted. In these cases vomiting was the principal 
symptom. The patients, however, settled down quickly 
under treatment with gastric aspirations and intravenous 
infusion. 

Occasional patients may have difficulty in swallowing 
for four to six weeks, but reassurance and the ingestion 
of semi-solid food during this period of difficulty allow 
the patient to thrive until the disability passes away. 

The symptoms of which patients complained at follow- 
up were : 


Symptom a 
Pain 1l 
Diarrhea ll 
Symptoms of hypoglycemia. . 3 
Nausea and vomiting : me" ss 4p 6 
Fullness and flatulence Ps aid “a ‘i 10 
Bilious vomiting ee 11 


All these symptoms were slight except in 2 cases of 
bilious vomiting which necessitated entero-anastomosis. 
Radiography after a barium meal gave negative results 
(apart from continuing deformity of the duodenal cap) 
in all the patients with pain except 2 who had recurrent 
ulcers. All the other symptoms were controlled by simple 
measures. For example, the nausea complained of by 6 
patients usually followed a heavy meal and was avoidable. 


Recurrences 

The 2 recurrences are well worth describing because 
they show where the principles of the operation have been 
inadequately followed and have led to recurrence of the 
ulcer. 


Case 1.—A woman who was improved by the operation 
but a year after operation had fairly persistent pain. io- 
graphy after a barium meal had been done twice in this 
patient, but it was not until two years after operation that 
such radiography revealed a jejunal ulcer. She was admitted 
for an insulin test-meal, which indicated incomplete vagotomy, 
a finding which is useful in recurrent ulceration because it 
may indicate the cause of the recurrence. The patient under- 
went exploratory laparotomy with a view to partial gastrec- 
tomy if necessary, but the anastomosis was satisfactory, with 
very little scarring, and no ulcer was found. The lower end 


of the esophagus was explored, and the anterior vagus trunk 
was found to be complete and was divided. It is too soon to 
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say vuheibn this cient eneinan has eompinadie satisfied 
this patient. 


The other recurrence shows the danger of gastro- 
enterostomy which does not drain the gastric antrum 
caticdaahanti Owing to some oversight, the anastomosis 
was placed rather high towards the fundus of the stomach 
and to the left of the usual site : 


Case 2 had symptoms of gastric retention in the immediate 
postoperative period. This was clearly demonstrated by 
barium meal even of the ordinary type. After three years he 
developed gastric ulcer, which was shown radiologically. It 
was thought that his increasing pain was probably due to 
this, but in the interval, while awaiting admission, he had 
jaundice, which necessitated a further laparotomy, at which 
it was found that he had inoperable carcinoma of the head of 
the pancreas. Owing to adhesions round the anastomosis it 
was difficult to ascertain whether there was any ulcer in the 
stomach. Cholecystenterotomy was performed and the 
patient is now recovering from this operation. 

Mortality 

The one postoperative death took place six years ago. 
It happened before the full significance of potassium 
deficiency was recognised. The patient had postoperative 
gastric retention which did not respond to the usual 
measures. He died on the eighteenth postoperative day. 
Necropsy did not reveal any technical failure but showed 
that he had lower-nephron nephrosis. Such a fatal set 
of circumstances is unlikely to recur. This single death 
gives a mortality of 0-5% in this series. 


Comment 


The series is presented at this stage because I feel that 
the results to date of the standardised procedure of 
vagotomy combined with large stoma, drainage, and 
posterior gastrojejunostomy are encouraging. This 
operation satisfies the requirements laid down by 
Oberhelman and Dragstedt (1955). If the principles of 
this operation are correct, and duodenal ulcer is due to 
the unbuffered action of gastric secretion, the probability 
is that, provided the operation is properly done, the 
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Fig. 2—The vertical columns represent the number of operations per 
year. The passage of time shows no deterioration in the proportions 
of satisfactory results. 


results should be permanent. The passage of time appears 
to show no deterioration in the proportion of satisfactory 
results (fig. 2). 

This series supports the view expressed by Lloyd 
Davies, reviewing the five-year results of many British 
surgeons, that poor results of vagotomy and gastro- 
jejunostomy tend to declare themselves early (Davies 
1956). The better figures in the present series may well 
be due to the use of a standardised procedure in which 
the primary objective of the gastrojejunostomy has been 
drain 

The results of a few operations consisting of vagotomy 
and pyloroplasty for duodenal ulcer (not included in the 


present review) support the opinion of Lloyd Davies that 
this combination is not so satisfactory as that of vago- 
tomy and gastrojejunostomy ; the drainage is less ade- 
quate, and therefore the improvement produced by this 
operation is unlikely to be so permanent. It is also 
undesirable to interfere with the duodenum in the presence 
of an active duodenal ulcer, and one of the great 
advantages of vagotomy and gastrojejunostomy is that 
the duodenum is left in situ and intact. This is 
undoubtedly one of the main reasons why a lower mortality 
is to be expected from this operation. 

It is true that gastrojejunostomy alone may cure some 
cases, especially in the older age-groups. Probably, in 
cases where this treatment proves satisfactory, the 
factors originally responsible for the ulcer have ceased 
to operate, through the passage of years or through 
changing circumstances. By-passing a chronic ulcer 
would then prove efficient. 

It is not easy, however, to estimate how completely the 
patient’s habits and mode of life have changed since the 
onset of symptoms. The addition of vagotomy to gastro- 
jejunostomy does little to increase the risk of the 
operation and deals permanently with the disordered 
physiology thought to be so important in these cases. 

The treatment of combined duodenal and gastric ulcer, 
although infrequent, has been by gastrectomy, and I 
agree with Johnson (1956) that in these cases the gastric 
ulcer results from gastric retention. In 1 case in this 
series, where a high gastric ulcer was associated with a 
duodenal ulcer, treatment was by vagotomy and gastro- 
enterostomy because removal of the ulcer would have 
meant almost total gastrectomy. This patient has 
remained symptom-free for more than three years. 

Summary 

The results of vagotomy and gastrojejunostomy in 
197 cases of duodenal ulcer are reported. The patients 
were operated on by a standardised technique in a period 
of eight years. 

This review supports the opinion of Oberhelman and 
Dragstedt (1955) that, provided vagotomy is complete 
and drainage adequate, the results will compare favour- 
ably with any other operation so far devised to treat 
duodenal ulcer. 

I acknowledge with gratitude the help of my secretaries, 
Miss D. Brown and Mrs. E. Short, of Miss J. Daniels for her 
diagrams, and of the house-surgeons and nurses of wards 19 
and 20 who have cared for these patients after operation. 
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“ 


. . We do not know how to postpone our ‘inevitable 
dissolution beyond our allotted span, but, by prolonging our 
flowing years, we may perhaps shorten our ebb of life. There 
is too much talked today of rehabilitation, too little attention 
paid to habilitation ; by which we mean enabling people still 
to continue in their ‘daily lives without faltering by the way- 
side. . . . The geriatricians, though they may have rescued 
many an old person from a paradise of bedfastness, and placed 
them in a state of uncertain mobility, are not interested in 
the acuter illnesses of those on the ve of old age, and we 
are concerned that the very existence of this specialty should 
have created an artificial division between those in middle life 
and those who are past their prime. Theré is much to be 
said for the system which admits all sick to one general 
hospital and will not allow the admission of old people directly 
to geriatric units. . . . Acute infections, these days, are as 
rapidly cured in the old as in the young, though recovery may 
be slower ; there is, however, no reason why on that account 
the elderly should be denied their rightful place in a general 
hospital when they go down with acute illness.’’—Editorial 
in the College of General Practitioners’ Research Newsletter, 
May, 1957, p. 96. 
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THE HEBREW 


Hieu serum-vitamin-B,, levels have been found in 
acute liver disease (Rachmilewitz et al. 1955, 1956) and 
occasionally in cirrhosis of the liver. In acute hepatitis 
the serum-vitamin-B,, level rose in the acute phase of 
the disease, when disintegration of liver-cells was most 
pronounced. It was therefore assumed that the injured 
liver-cells released into the blood-stream the vitamin-B,, 
stored in the liver. This assumption was supported by 
findings in dogs with acute liver necrosis induced by 
carbon tetrachloride. Extremely high serum-vitamin-B,, 
levels (up to fourteen times as high as the normal level) 
were found in these dogs as early as 1-2 hours after the 
intraportal administration of carbon tetrachloride (Stein 
et al. 1956). 

The interrelationship between liver damage and a 
raised serum-vitamin-B,, level prompted us to estimate 
the serum-vitamin-B,, levels of patients with neoplastic 
disease involving the liver. 


* This work was supported by a grant from the Stela Glezer Memorial 
Fund, Mexico City. 
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Methods 


Vitamin B,, was determined microbiologically with the 
aid of a mutant strain of Escherichia coli as described 
previously (Grossowicz et al. 1954, Rachmilewitz et al. 
1956). Only the total serum-vitamin-B,, was determined. 
This was done in either of the following two ways: 
(1) by diluting the serum 1:8 with distilled water, 
heating for 30 minutes at 100°C, and adding the heated 
mixture aseptically to the medium ; or (2) by liberating 
the vitamin B,, from the serum-proteins by acid pre- 
cipitation (0-6% acetate buffer; pH 4-6), autoclaving for 
30 minutes at a pressure of 10 lb. in the presence of 
cyanide (0-2 mg. per ml. of undiluted serum), and 
assaying the neutralised supernatant fluid. 

The serum-vitamin-B,, values of 35 healthy people 
ranged from 200 to 500 (mean 340) uyg. per ml. 


Results 


18 patients with various malignant tumoufs exten- 
sively involving the liver were investigated. The malig- 
nancy and the hepatic metastases were diagnosed on the 
basis of clinical findings, biopsy at laparotomy, or 
necropsy findings. In most of these patients the liver 
was heavily infiltrated with tumour tissue. Mild to 
moderate jaundice was an accompanying sign in 8 
patients. In 16 of 18 patients the serum-vitamin-B,, 
level was found to be raised (640-20,000 uug. per ml.) 
(see table). In cases 8 and 9 with malignant melanoma 
involving the liver the serum-vitamin-B,, level was 
moderately raised (800 and 820 yug. per ml.). In case 10, 
however, with a like tumour, the serum-vitamin-B,, 
level was excessively high (5800 uyg. per ml.). 

The highest serum-vitamin-B,, level (20,000 puyg. 
per ml.) was found in case 2, who had undergone total 
gastrectomy for cancer of the stomach. When the level 
was estimated several months after the gastrectomy, the 
liver was extensively infiltrated with metastases causing 
jaundice. 

In case 16, with multiple myeloma, necropsy showed 
extensive amyloidosis of the liver causing flattening and 
displacement of the liver-cells by amyloid, and the serum- 
vitamin-B,, level was raised at several examinations. 
In 2 patients with multiple myeloma not complicated by 
amyloid the serum-vitamin-B,, level was normal. 

In case 15, a girl aged 19 with cancer of the ovary, 
the liver was heavily infiltrated with metastases, and 


SERUM-VITAMIN-B,, LEVELS IN PATIENTS WITH MALIGNANT TUMOURS 


With liver metastases 





| Without liver metastases 
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Serum- | 

a vitamin- 
= Date Diagnosis Bis 
, vug. 

per ml.) 
1 April 15, 1955 Cancer of stomach 920 
2 | Feb. 13, 1956 os pn 20,000 
3 |June 7, 1956 os 2» 1050 
4 Dec. 13, 1956 os we 1300 
5 April 13, 1956) Cancer of breast 4000 
April 30, 1956 1800 
May 19, 1956 1300 
6 May 21, 1956 - os 640 
7 May 20, 1956 Cancer of colon 650 
8 March 21,1955 Malignant melanoma 820 
9 May 25, 1956 6 on 800 
10 June 29, 1956 on 5800 
11 Dec. 14, 1956 Hepatoma 470 
12 Dec. 4, 1956 Hepatoma and cirrhosis of liver 4350 
Dec. 7, 1956 4650 
13 Nov. 14, 1955 Primary carcinoma of liver 1450 
14 Dec. 28, 1954 Cancer of ovary 3000 
Jan. 7, 1955 2100 
15 March 10, 1955 -" be 4800 
16 Aug. 1, 1955, Multiple myeloma ~~ 1600 
Aug. 9, 1955 a $e 1100 
Aug. 12, 1955 1700 
Aug. 20, 1955 ge - 1200 
17 Sept. 16, 1955 Hypernephroma 960 
18 July 19, 1956 Carcinomatosis ; primary unknown 500 


Serum 
‘ vitamin- 
ag Date Diagnosis Bis 
; | (pug. 
| per ml.) 
1 March 23,1955 Cancer of stomach | 250 
2 Oct. 17, 1955 ve - 400 
3 | Oct. 17, 1955) 7 ~ | 100 
4 Feb. 1, 1956, ‘s - | 410 
5 | March ?3,1956| °; “s 200 
! 
6 April 11, 1956 es os | 200 
7 |June 5, 1956| ;, s | 100 
8 July 1, 1956 at on 320 
9 Feb. 15, 1956 Cancer of breast 235 
10 Sept. 19, 1956 oP os 300 
11 March 24,1956 Cancer of colon 400 
12 July 12, 1956) Cancer of colon and brain 390 
13 Jan. 21, 1956) Neuroblastoma | 300 
14 Feb. 15, 1955) Fibrosarcoma of peritoneum 200 
15 Feb. 12, 1955 Hypernephroma | 310 
16 May 5, 1955 Myosarcoma of uterus 450 
17 Dec. 10, 1956) Cancer of salivary glands | 550 
18 Jan. 2,’ 1957 Cancer of prostate | 200 
19 Jan. 9, 1957 Cancer of ovary | 145 
| 
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histological examination revealed atrophy of the liver- 
cells adjacent to the tumour. Her serum-vitamin-B,, 
level was 4800 wug. per ml. 


In case 12, with hepatoma in a cirrhotic liver and a 
raised serum-vitamin-B,, level (4350 uyg. per ml.), the 
entire liver was found at necropsy to be infiltrated with 
tumour tissue; but in case 11, with hepatoma and a 
normal serum-vitamin-B,, level (470 uug. per ml.), the 
tumour was limited to a circumscribed area, leaving the 
rest of the liver intact. 

In 19 control patients with malignant diseases involving 
various organs but without evidence of liver metastases 
the serum-vitamin-B,, levels were normal (100-550 uug. 
per ml.) (see table). 


Discussion 


These results show that invasion of the liver by a 
malignant growth is accompanied by a rise in the serum- 
vitamin-B,, level. The invading tumour, by causing 
necrosis and/or displacement of liver-cells, allows 
vitamin B,, to escape from the liver into the blood. 
Damage of liver-cells by virus (Rachmilewitz et al. 
1955, 1956, Kristensen 1956) or by carbon tetrachloride 
(Stein et al. 1956) similarly raises the serum-vitamin-B,, 
level. 


In liver disease, whether of viral or of chemical origin, 
the serum-vitamin-B,, level increases rapidly but only 
temporarily (lasting only 1-2 weeks in hepatitis and 
a few days in liver injury from carbon tetrachloride) and 
then falls rapidly to normal levels. In cancer of the liver 
the process damaging the liver is more prolonged ; hence 
a persistent rise of serum-vitamin-B,, level is to be 
expected. Persistent rises were actually found in 3 
patients (cases 5, 14, and 16) in whom estimations of 
serum-vitamin-B,, were repeated in the course of illness 
(see table). 

That the neoplastic process per se is not responsible for 
the rise of serum-vitamin-B,, level is shown by finding 
normal levels in the controls with various malignant 
tumours but no evidence of liver metastases. These 
findings suggest that determination of the serum- 
vitamin-B,, may help the diagnosis of metastases to the 
liver in cases of malignancy. Raised levels should be 
interpreted as an indication that the liver is involved. 
Normal levels, however, do not rule out this possibility, 
because metastasising tumours not causing liver damage 
could be present in the liver without raising the serum- 
vitamin-B,, level. 

Vitamin B,, is not the only substance released from 
liver-cells affected by tumour. Wroblewski and La Due 
(1955) reported that the level of glutamic-oxalacetic 
transaminase in the serum was raised in virus hepatitis, 
carbon-tetrachloride poisoning, and malignancy with liver 
metastases. However, whereas increased transaminase 
activity of the serum is found in destruction of various 
tissues, including heart-muscle, as in myocardial infarc- 
tion (Wroblewski and La Due 1955), raised serum- 
vitamin-B,, levels are found only when the injured 
tissue is liver. 

The serum-vitamin-B,, level is also much raised in 
myeloid leukemia (Beard et al. 1954, Killander 1954, 
Mollin and Ross 1955, Rachmilewitz et al. 1957). 
Whether a mechanism common to liver disease and 
myeloid leukemia is responsible or not for the striking 
rise in serum-vitamin-B,, levels in these two conditions 
remains to be elucidated. 


Summary 
Serum-vitamin B,, levels were determined micro- 
biologically in patients with malignant disease. 
In 19 patients without metastases in the liver the 
serum-vitamin-B,, levels were normal (100-550 wyug. per 
ml.), whereas in 16 of 18 patients with metastases 
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in the liver the levels were raised (640—20,000 uyg. 
per ml.). 

These and previous findings indicate that this rise in 
serum-vitamin-B,, level is due to release of the stored 
vitamin from damaged liver-cells. 

The rise of serum-yitamin-B,, level may be used to 
help the diagnosis of metastases to the liver in cases of 
malignancy. 
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CHILDREN IN HOSPITAL 
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CHIEF ASSISTANT, DEPARTMENT OF PSYCHOLOGICAL MEDICINE, 
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RECEPTION. CENTRE 


CHILDREN are usually given some kind of explanation 
by their parents before they go into hospital. Are they 
then less fearful and anxious ? Mac Keith (1953) pointed 
out that children may have varied, bizarre, and some- 
times frightening ideas about the hospital. What they 
are told may be coloured by their parents’ own anxiety 
about an operation, which is often based on incomplete 
understanding of the situation and is likely to confuse 
the child—the opposite to what was intended. 

We assume that the nurses and doctors explain what 
is happening, and relieve these fears. Are we justified 
in this assumption? Should a simple explanation be 
given to children soon after they are admitted? The 
following investigation was undertaken with a small group 
of children to discover more about their attitudes 
towards admission and operation, and to see whether 
a simple introductory explanation would result in less 
emotional disturbance. 


Method 


The children were all admitted to the hospital for 
five days for the same operation—correction of a strabis- 
mus. Those living more than twenty-five miles from 
Central London, and those with a history of previous 
operations, were not included. The parents were inter- 
viewed, and the child’s behaviour and personality before 
admission was assessed and classified under a number 
of headings (Cameron 1955). All the children were tested 
briefly by a psychologist. 

They were divided into two groups. Group A was 
a consecutive series of 20 children who formed a ‘* control”’ 


AGE, SEX, AND INTELLECTUAL LEVELS OF THE TWO GROUPS OF 
20 CHILDREN ADMITTED TO HOSPITAL FOR OPERATION 











_— Group A Group B 
(contral) ~ (prepared) 
Age Mean 59 . 59 
(yr.) Standard deviation 0-61 0-62 
Range 2-3-9-2 2-3-9-9 
Sex Girls 14 14 
Boys 6 6 
1.Q. Mean 103 100 
Standard deviation 15°9 19-8 
Range 71-127 60-140 
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group. Group B comprised 20 similar children, from the 
same social background, who were carefully matched 
with their opposite numbers in group A for the criteria 
shown in the accompanying table. In addition to facing 
the same experiences as the children in group A, these 
children were specially interviewed by myself on their 
first, third, and fifth days in hospital; they formed the 
‘prepared ’’ group. 12 children in group A and 13 in 
group B had a history of some disturbance before 
admission. 


Evidence of disturbance after operation was derived 
from various sources : 

(1) Disturbance in the ward was estimated from a daily 
record of behaviour made on a proforma by the ward 
sister. 

(2) A week after leaving the ward, in conjunction with a 
clinical examination, the child’s behaviour was re-assessed 
under the diagnostic headings described by Cameron (1955). 

(3) Twenty-six weeks later this examination and inquiry 
was repeated. 

There are well-known limitations to the validity of 
behaviour records for estimating anxiety and emotional 
disturbance in children, but the method presented here 
was the most suitable available. A child was designated 
‘* disturbed ’’ when he showed disturbance in more than 
one major aspect of behaviour. The final assessment of 
whether a child should be classed as still disturbed was 
made by an independent person who had not observed 
the children. 

The Ward 


Each child was brought to the ward by one of the 
parents. The details for admission were collected, the 
parent then left, and the child was bathed and put to 
bed. This took about half an hour. The child wore 
hospital pyjamas. He was allowed to keep any special 
toy he might have brought with him. During this process 
he would already have passed through the care of several 
nurses. 

Soon after his admission the ward sister came to him, 
and lightly bandaged his eyes for a few seconds, telling 
him that this was what it would be like after the operation. 
This brief contact should not be considered a preparatory 
explanation or interview, for no real opportunity was 
given for any discussion. The child seemed to accept 
it as another aspect of the bewildering process of coming 
to the ward. 

Apart from an afternoon rest period, there was little 
formal discipline in the ward, and there were oppor- 
tunities for play, tea-parties, and television. All types 
of surgical patients were nursed in the ward ; one special 
section was occupied by a burns unit, where two or more 
naked, burned children were usually on view. 

Next day premedication was given to the child in his 
bed. This was singled out from surrounding beds by 
having a red blanket placed over it. Parents were told 
that they could visit throughout the afternoon of the two 
days during which the child’s eyes were to be bandaged, 
and thereafter each evening. 

Preparation 

Children in group B only were interviewed by myself 
soon after admission. This interview was unhurried, 
and the child was encouraged to talk freely. Although 
it lasted only fifteen to twenty-five minutes, . there 
did not seem to be any need for further time, and 
the child clearly appreciated the contact made with 
him. 

A short while in a ward cannot help but make one 
appreciate that much of what is said to children (and 
for that matter, to parents also) is beyond their 
intellectual grasp, particularly if they are anxious and 
in strange surroundings. For this reason a few specific 
points were introduced into this conversation in a selected 
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order using simple phrases which the child would be 
likely to understand. Questions which might increase 
anxiety were avoided as much as possible. The child 
was not suddenly asked who he was, or where he had 
come from; I opened the conversation by using his 
christian name, and then telling him that I knew about 
his home—the purpose of this, and indeed of the whole 
conversation, being to establish a close and meaningful 
contact with him as quickly as possible. I then told him 
that I was there to see that he was happy, and would 
look after him while he was in hospital. After this 
reassurance, a simple explanation was given of what 
was to happen. I told him when his parents were coming 
again (which I had found out beforehand), and how many 
days he would be in hospital. Questions were answered 
as truthfully, briefly, and simply as possible. 
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Fig. |—Emotional disturbance in two groups of children admitted for 
operation. 


The children were subsequently visited by me on the 
third and fifth days in the ward, for ten to fifteen 
minutes. They were encouraged to talk freely, and 
questions were answered. 


Results 


In group A, 8 children were ‘* disturbed ’’ in the ward, 
and 13 at one week and 11 at twenty-six weeks after 
discharge. In group B the corresponding numbers were 
11, 6, and 3 (fig. 1). The difference at twenty-six weeks 
is significant, and for this pair y? = 5-38; P = just 
above 0-02. 

When the pairs of children in each group were examined 
to see whether age played any part, it was evident that 
the children over 4 years had benefited considerably. 
The numbers in each group aged 4 years and more 
who were disturbed in the ward and at one and twenty-six 
weeks after discharge were respectively 7, 11, and 9 
in group A (18 children), and 9, 4, and 1 in group B 
(18 children) (fig. 2). The difference at twenty-six weeks 
is significant, and for this pair x? = 6-7; P = 0-01. 
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Fig. 2—Emotional disturbance in twe groups of children aged 4 years 
or more admitted for operation. 
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The Children’s Fears 


Disturbances similar to those met with here have 
been fully described elsewhere (Jessner and Kaplan 
1948, Prugh et al. 1953), and a detailed report would 
be out of place, but a few comments will illustrate the 
problems and responses encountered. 

The parents of most of the 40 children had tried to tell 
them something of what to expect, but (except in 4 cases) 
these explanations were so incomplete, or so far from the 
truth, that they led to gross misconceptions in the child’s 
mind. The parents of 9 gave no advice (4 in group A, 
5 in group B). One said, ‘‘ I couldn’t bring myself to tell 
him—I was so afraid,’’ and another, ‘‘I didn’t know 
what to say, so I said nothing.’’ 4 mothers told deliberate 
lies to avoid upsetting the children, saying they were 
going with them to the cinema or shopping, or going 
for a holiday. 

A boy, aged 9 years, was trying hard to keep awake on the 
night of admission ; his mother had told him the operation 
would be carried out while he was asleep. A girl, aged 8 
years, refused to eat; she had bgen told something would 
be put into the food to put her to sleep for the operation. 

Most children, when asked why they had come into hospital, 
said “for an operation,’’ and then, asked what this was, 
said “‘ don’t know.’ A 7-year-old girl said, “‘ I’ve never had 
an operation before in my whole life, so I can’t tell you. 
I said to Mummy, ‘ Do they take your eye out ?’ and she 
said, ‘No.’ I said, ‘Do they press your eye in?’ and she 
said, ‘No’; soI still don’t know.”’ This answer also illustrates 
a fear shared to some extent by all the children, fear that their 
eyes were to be removed, and that something important must 
be cut. A boy of 8 said, ‘“ They might cut it out—I don’t 
know if they cut your eyes or not’’; another of 6, “ They 
take it out, turn it round, and cut it, and put it back”’; 
and another, “‘I was one of the lucky ones, I got my own 
eye back.” 


All children over 4 were to some extent afraid of 
injections. 
’ Fear was often projected on to animals or toys left 
at home; a pet would be said to be ill, or a favourite 
toy broken. As events in fantasy, these might be said 
to be under control, and therefore able to be brought 
at will to a safe and happy ending, in contrast to the 
uncontrolled events taking place in the ward, and in this 
indirect way the child was able to reassure himself about 
the future 

Some of the older children had repeatedly asked their 
parents what was to happen to them; others showed 
indifference or denied that they were going into hospital. 
In these instances their underlying anxiety appeared 
in other ways—general irritability, a readiness to be 
upset by trivialities, or temporary changes in eating and 
sleeping habits. Less often there was suppression and 
inhibition of previously disturbed behaviour. A girl, 
aged 7 years, on learning that she was to be admitted 
to hospital, became obedient, unusually quiet, and 
went out of her way to make sure her parents were 
pleased with her. We saw this reaction in 4 children 
in the ward, where they were clearly anxious to please 
as a cover for underlying insecurity, and some children 
reacted similarly on returning home. 


There was sometimes a sudden flood of tears when 
the child realised what was to be talked about in the 
preparatory interview, or he would make comments 
on the ward, or reiterate a question such as ‘‘ How 
long will I be here ?”’ and then seem not to listen for 
an answer. This somewhat disheartening situation 
proved misleading. Tears were quickly followed by an 
apparent appreciation of what was happening, and the 
children gave surprisingly accurate accounts of the 
conversation to their parents. 

Thoughtlessness on the part of the nurses sometimes 
led to increased anxiety. An 8-year-old boy was moved 
to a more isolated part of the ward because he had been 
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vomiting; he was given no reason for this and was 
intensely miserable. He said he had been ‘‘ punished ”’ 
for being naughty and for being a coward during the 
operation. This feeling of failure in relation to the other 
children was common. Children were intensely aware 
of their relationships with each other, and compared 
themselves in terms of bravery. Other children were 
often regarded as being punished when they were 
suddenly taken away for operation or investigations, 
the red blanket being cited as additional evidence for 
this. Sick children, particularly the burned children, 
were also a common focus for anxious fantasy. 

35 of the 40 parents visited their children. The 5 
who never visited (2 in group A and 3 in group B) 
happened to live near the hospital. They said to come 
would upset themselves too much. 

Some of the mildly disturbed children in the ward 
became severely disturbed on returning home. They 
were either aggressive to their parents, particularly the 
mother and siblings, or over-dependent, following 
the mother about the house, and asking to be fed, bathed, 
or dressed. Some of the most disturbed children in the 
ward were least so at home. 

Six months after discharge, 14 children were still 
disturbed (11 in group A, and 3 in group B). 3 of these 
had not been disturbed at the one-week interview. 
They had been well behaved, quiet, and noticeably 
obedient for the first three weeks at home, and had then 
become restless and aggressive. These children may 
have waited until they felt secure at home before express- 
ing their anxiety. As I have already mentioned, this 
situation is comparable to the over-compliant good 
behaviour shown by insecure children in the ward. 
Bedwetting and tics did not arise as complications. 


Discussion 


This investigation has two main interests: first, 
the extent to which these children were frightened and 
confused on admission; second, the lower incidence 
of disturbance after leaving the ward in the children 
who were specially prepared, coupled with the manifest 
relief and pleasure most of the children showed when 
they met a friendly adult who was not either doing 
something to them or asking questions. 

An eye operation was chosen for this study because 
all the children would have the same hospital experience, 
and since the eye is a highly valued part of the body, 
it was thought that it would be a particularly disturbing 
operation. It might be argued that the results should 
not be applied to children admitted for other reasons ; 
but this is not so, for the methods of thought which such 
a preparation aims to assist are common to all children 
of similar age and emotional development, whatever 
their physical illness. 

Many of the children were told nothing, or very little, 
by their parents when they were going into hospital, 
and some were even told direct lies; others formed 
alarming ideas based on what they had seen or heard, 
and here the ‘‘ unpleasant ’’ truth seemed less disturbing 
than their fantasy. They were helped considerably 
by the simple discussion and explanation. 

The demonstration and talk, to be effective, must 
follow an extremely simple course, at the same time 
allowing the child adequate opportunity to express his 
feelings. There is a tendency to think of children, and 
to speak to them, as though they are. either miniature 
adults at one extreme or uncomprehending animals 
at the other. But in fact a child of 4 years is quite 
different from a child of 6 years, and both are different 
in the range of their concepts and the form of their 
thought and emotion from an adult. They require 
accurate explanations—i.e., accurate in that they fit 
their own concepts—if they are to feel reassured. 
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These children clearly appreciated the contact made 
with them, and I think the main requirement of this 
preparatory interview was that the child should be 
left with a feeling that any fears were understood, and 
would be looked after, without his necessarily having 
had to express them in words. 

Unfamiliar and frightening surroundings and sights, 
and unsympathetic or thoughtless staff, increase the 
stress for the child ; and it was interesting that in spite 
of having an experienced and understanding staff, 
much needless anxiety was caused by sudden changes 
in the ward routine, unexpected investigations, and a 
general failure to tell the children what was happening. 
There was a tendency to treat children with little regard 
for their personal privacy, and to forget that they may be 
aware of what is going on around them and wish to 
understand it. 

Jessner and Kaplan (1948) have suggested that dis- 
turbed ward behaviour may be beneficial, as the child 
has been able to express his anxiety. Certainly ward 
disturbance was common in the children who afterwards 
made a good recovery. 

The younger the child, the more dependent he is on 
his parents, and the more important is separation from the 
mother (Bowlby 1951); moreover, the less his skill in 
methods of dispelling fear, the more likely it is that 
these will fail him and that he will become emotionally 
disturbed. It is a disquieting observation here that all 
the children under 4 years were still disturbed six months 
after discharge from the ward. 

One final comment: I am not suggesting that every 
child should be interviewed by a psychiatrist before 
operation. My clinical experience undoubtedly helped 
me in talking with these children, who were facing a 
critical time—left by their parents, in strange surround- 
ings, and among strangers. But this type of interview 
could be carried out by any person prepared to give the 
necessary time, to talk to the child in terms he can 
understand, and to allow him adequate opportunity to 
express his feelings. Ideally, this person should almost 
certainly be one of the parents, and it seems advisable 
that they should be given some help in this task—if 
only by leaflet, letter, or a little briefing. 


Summary 


40 children were admitted to hospital for an eye 
operation and followed up for six months. Most of them 
were confused and frightened on admission. Many had 
been told nothing, very little, or even direct lies, by 
their parents, and had formed alarming ideas about 
what was to happen. 

In a special interview on admission, the children 
were given a simple verbal explanation and reassurance. 
A significant number of children aged 4"/, years and over 
benefited from this type of preparation. 

Many schemes of preparation have been recom- 
mended in recent years, some of them complicated. 
This study suggests that the older child can obtain 
considerable benefit from a simple and systematic 
explanation, opportunity to express his feelings, and the 
realisation that he will be understood and looked after 
while he is in hospital. 

I am indebted to the endowments committee of Guy’s 
Hospital, who provided a grant which allowed the work to be 
carried out; Mr. Frank Law and Mr. O. G. Morgan, who kindly 
allowed me to see their patients ; Miss 8. Cox, who undertook 
the psychological testing of the children; and the members 
of the staff of the department of child health for their kind 
coéperation. 
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GLOSSITIS AND THE PRE-ANZMIC 


STAGE OF PERNICIOUS ANAMIA 
DIAGNOSIS BY SIMPLE METHODS 


J. F. Apams 
M.B., F.R.F.P.S., M.R.C.P.E., D.Obst. 
REGISTRAR IN MEDICINE, THE WESTERN INFIRMARY, 
GLASGOW 

ADDISONIAN pernicious anzmia is now regarded as a 
manifestation of vitamin-B,, deficiency, the development 
of anemia being preceded by months or years of depletion 
of vitamin B,, in tissues and serum. During this pre- 
anemic stage, the patient may complain of vague general 
ill health, and of symptoms, such as glossitis or neuro- 
pathy, suggesting vitamin-B,, deficiency. 

It is the purpose of this paper to show that simple 
methods—gastric aspiration, bone-marrow biopsy, and 
response to treatment with vitamin B,,—may establish 
the diagnosis of pernicious anzmia in the pre-anzemic 
stage, once suspicion has been aroused by the presence 
of glossitis. In the cases described the diagnosis was also 
confirmed by microbiological assay before treatment. 


Case-reports 

Case 1.—A woman, aged 40, complained of soreness of the 
tongue of 8 months’ duration. The objective changes were 
gross, the tongue resembling raw beef. Physical examination 
showed no abnormality, apart from the glossitis. The peri- 
pheral blood was within normal limits: hemoglobin (Hb) 
82% (=12-1g. per 100 ml.); erythrocytes 4-31 x 10° per c.mm.; 
packed-cell volume (P.c.v.) 39%. Gastric aspiration revealed 
histamine-fast achlorhydria, and the sternal marrow showed 
hyperplastic early megaloblastic erythropoiesis. The diagnosis 
of vitamin-B,, deficiency was confirmed by microbiological 
assay, the serum-vitamin-B,, being 40 uug. per ml. (normal 
100-900 uug., mean 360 uug.) Parenteral administration of 
vitamin B,, caused complete subjective and objective improve- 
ment in the glossitis, but did not alter the blood-levels. 

Case 2.—A woman, aged 76, complained of soreness of the 
tongue of a year’s duration. The tongue was smooth and, at 
the tip, red. Physical examination was otherwise unrevealing. 
The peripheral blood was normal (Hb 99%, P.c.v. 42-5%). 
Histamine-fast achlorhydria was found, and sternal-marrow 
biopsy disclosed hyperplastic early megaloblastic erythro- 
poiesis. The serum-vitamin-B,, was 45uug. perml. Parenteral 
vitamin B,, abolished the glossitis. 

Case 3.—A woman, aged 66, complained of glossitis for 
5 years and dyspepsia for 2. Her tongue was smooth but not 
red. There were no abnormal physical findings, and the 
peripheral blood was normal (Hb 104%, p.c.v. 45%). Hista- 
mine-fast achlorhydria was noted and the sternal marrow 
showed hyperplastic early megaloblastic erythropoiesis. 
Barium-meal examination and follow-through were normal. 
The serum-vitamin-B,, was 120 uug. per ml. Parenteral vita- 
min B,, relieved the glossitis but did not affect the dyspepsia. 


Discussion 


Vitamin-B,, deficiency should be suspected in every 
case of glossitis where no other obvious cause is found. It 
is still a common misconception that normal peripheral 
blood excludes such a diagnosis and renders further 
investigations unnecessary, though Ungley (1952) has 
reported a case of glossitis without anemia but with a 
low serum-vitamin-B,,, and Mollin and Ross (1954) have 
shown that vitamin-B,, deficiency can be demonstrated 
by microbiological assay in non-anzmic patients. 

How commonly glossitis in non-anzmic patients is due 
to vitamin-B,, deficiency is not known, for only one other 
comparable case has been reported (Ungley 1952); but 
the syndrome may not be rare, for the three cases 
reported here are half the cases of glossitis without 
anzmia seen in a year in a general medical unit. They 
demonstrate clearly that the diagnosis can be established 
in the pre-anemic stage. In view of recent reports 
(Bastrup-Madsen 1956a, Victor and Lear 1956) that 
the neurological lesions due to vitamin-B,, deficiency 
may progress even when the blood is normal, it is 
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obviously desirable in such cases to begin treatment as 
soon as possible. 

In our patients the bone-marrow erythropoiesis was 
hyperplastic and undoubtedly megaloblastic, but the 
abnormality was not frank, and the abnormal cells were 
those described by Dacie and White (1949) as inter- 
mediate megaloblasts. Mollin and Ross (1953) have 
shown that erythropoiesis becomes megaloblastic when 
the serum-vitamin-B,, falls to about 80-120 uug. per ml. 
At this borderline level the epithelial manifestations of 
vitamin-B,, deficiency, such as glossitis and cheilosis, 
may precede the transition from normoblastic to megalo- 
blastic erythropoiesis; in such cases there may be an 
abnormality in the maturation of the white-cell precursors 
(Bastrup-Madsen 1954, 1956b) but, unless erythropoiesis is 
megaloblastic, the more elaborate techniques of serum- 
vitamin-B,, estimation by microbiological assay or 
absorption studies with radioactive vitamin B,, are 
necessary to confirm or refute the diagnosis. 

The treatment of such patients does not differ from the 
treatment of those with established pernicious anzmia. 
Glossitis has been observed in cases of pernicious anzemia 
in therapeutic remission maintained on 100 yg. of vitamin 
B,, intramuscularly each month, and larger doses, as 
recommended by Davis (1957), should be given. Failure 
to respond to treatment renders a diagnosis of vitamin-B,, 
deficiency untenable. 

Summary 

Three cases of glossitis in non-anemic patients are 
reported. The diagnosis of vitamin-B,, deficiency was 
suspected from the demonstration of achlorhydria and of 
early megaloblastic change in the bone-marrow. It was 
confirmed by microbiological assay and by the response 
to treatment with vitamin B,,. The value of gastric 
aspiration and bone-marrow biopsy in the detection 
of vitamin-B,, deficiency in non-anzemic patients is 
emphasised. 

I am grateful to Dr. J. A. W. McCluskie for his advice and 
criticism. It is a pleasure to thank Dr. D. L. Mollin, of the 
Postgraduate Medical School of London, for his most generous 
help and for the serum-vitamin-B,, estimations. 
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ATHEROSCLEROSIS IN A HAMOPHILIAC 


E. D. AcHESON 

M.B. Lond. M.A., B.M. Oxfd, M.R.C.P. 

PATHOLOGIST MEDICAL REGISTRAR 
MIDDLESEX HOSPITAL, LONDON 


J. W. STEWART 


THE narrowing of the coronary arteries which may occur 
in atheroma is attributed by Duguid (1946, 1954) to 
the deposition of fibrin on the endothelial surface of the 
vessel wall. In his view the other appearances which 
characterise the atheromatous plaque, such as fibrous 
thickening of the intima, and fatty infiltration, follow 
this primary event. Thus Duguid writes: ‘‘ The only 
process likely to reduce its [i.e., the artery’s] lumen is 
one arising in the lumen itself, such as thrombosis or 
embolism, and we may therefore take it that, where a 
coronary artery is narrowed by a fibrous thickening of the 
intima, thrombosis is the most likely factor ’’ (Duguid 
1954). He admits that there may be a second type of 
lesion not preceded by intimal thrombosis: As he says, 
‘* there are, in fact, two forms of atherosclerosis—one in 
which there is narrowing, and which is consequently a 
highly dangerous condition, and another in which the 
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tendency is rather in the opposite direction.” ” He believes 
that the latter has little importance in the pathogenesis 
of ischemic heart-disease. In Duguid’s view the fatal 
factor may be ‘‘some thrombogenic influence, more 
powerful and generalised than mere local damage to the 
vessel walls ’’ (Duguid 1954). 

We report here a case in which extensive atheroma of 
the coronary arteries and aorta has developed in spite 
of lifelong hemophilia. 


Case-report 


Retired storekeeper, aged 73 [hospital no. A.34249]. When 
a child he noticed that he bled excessively after cutting his 
finger. When 25 years old he bled for a week after a tooth had 
been extracted. Shortly afterwards he gave up cricket because 
of hemorrhage into his knee-joints. From that time he 
remained well, except for a tendency to bruise easily, until 
1928, when he passed blood in his urine for a week. Ten years 
later, at the age of 54, he again had hematuria. In view of a 
prolonged clotting-time (111/, minutes) and a normal bleeding- 
time hemophilia was diagnosed. Between January, 1945, 
and his death in March, 1957, he was admitted to hospital 
nine times with hemorrhage from the alimentary tract and 
had to have blood-transfusions on four occasions. 

Between these episodes of hemorrhage his health was good 
until 1954, when he began to have retrosternal pain on 
climbing stairs; it was relieved by rest and with nitro- 
glycerin. In 1955 the frequency of the attacks on exertion 
increased. ; 

There is no history of consanguinity. The patient’s maternal 
grandfather “bled to death’’ at the age of 67, and also two first 
cousins 24 and 28. The two sons of the patient’s married 
daughter bleed easily and one is a proved hemophiliac. 
Clinical and Laboratory Findings 

On admission on Jan. 6, 1957, he weighed 183 Ib. No clinical 
evidence of anemia, petechiw, or ecchymoses. The tissues 
around both knee-joints were hypertrophied, and crepitus was 
palpable on moving these joints. Cardiovascular system : 
sinus rhythm, blood-pressure 150/80 mm. Hg, apex-beat 
impalpable, first and second heart sounds audible, no systolic 
or diastolic murmur. Respiratory, alimentary, and central 
nervous systems normal. While dressing and undressing the 
patient had two typical attacks of angina pectoris. 

Examination of the blood showed Hb 103% (14-9 g. per 
100 ml.) ; white cells 11,200 per c.mm.; platelets 210,000 
per c.mm.; coagulation-time 15"/, pts verordd (Lee and White) ; 
clot retraction nil ; prothrombin-time 12 seconds ; prothrom- 
bin consumption 100% ; ; Wassermann reaction negative. The 
total blood-cholesterol was 240 mg. per 100 ml. The «-lipo- 
proteins were 32 mg. per 100 ml. (13%), and §-lipoproteins 
243 mg. per 100 ml. (87%) by the Cohn microfractionation 
method no. 10. A thromboplastin- -generation test gave the 
following results : 

Patient + patient +504 Patient +50% 


Patient normal A) hemophiliac. 
(sec.) serum an Al(OH); aluminised 
(sec.) plasma (sec-) plasma (sec.) 
2 min. és 60 100 43 160 
2 min. ve 37 70 22 90 
4 min. it 30 36 18 er 
5 min .. 26 33 14°5 39 


On X-ray screening of the chest, the left ventricle was seen 
to be prominent and the aorta unfolded. No calcification was 
visible in the coronary arteries or in the aortic valves. Parallel 
linear calcification was clearly visible in the abdominal aorta, 
and there was a trace of calcification in the aortic arch. ~ 

Electrocardiography on April 10, 1955, had shown sinus 
rhythm; P-R and QRs intervals normal; QRs complex 
normal; and horizontal rs—r depression of 1-5 mm. in V4 
and V5, and of 1-0 mm. in I, II, and V6. These changes are 
highly suggestive of myocardial ischemia. 


Post-mortem Findings 

After another admission to hospital for melena on March 10 
the patient died on March 13 in spite of ‘blood-transfusion. 
We are indebted to Dr. P. 8S. Andrews, of: the Bland-Sutton 
Institute, for his report on the necropsy. 

The body was obese (weight 170 Ib.) and the skin pale. 
The heart was enlarged from left ventricular hypertrophy 
and weighed 500 g.; the muscle showed ischwmic fibrosis of 
the septum and the lateral wall of the left ventricle. The 
coronary arteries were atheromatous and calcified, the lumen 
being narrowed and tortuous, but no recent occlusion was 
present. The aorta showed early atheromatous yellow 
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streaks in the thor- 
acie part and calci- 
fied ulcerated 
atheroma in the 
abdomen (see 
figure). The major 
branches as well as 
the cerebral arteries 
were also athero- 
matous. 

An apoplectic 
cyst was present in 
the left putamen. 
The kidneys showed 
nephrosclerosis. The 
immediate cause of 
death was hzmor- 
rhage into the lower 
ileum, for which no 
local cause was 
found. 

Discussion 

Our patient had 
two attacks of 
hematuria and at 
least nine of 
melena, and no 
adequate local 
cause for these was 
found. He also had 
hemarthrosis and 
excessive hzmor- 
rhage from minor 
trauma, as well as 
a lifelong tendency 
to bruise easily. 
Clinically he 
appeared to have 
moderately severe 
heemophilia. 

The results of the hematological investigations confirm 
a disorder of coagulation. The thromboplastin-generation 
test indicates conclusively that there was a deficiency of 
antihemophilic globulin, and therefore that the patient 
was a hemophiliac. His past and family history is typical 
of hemophilia. 

To have reached the age of 73 is remarkable for a 
hemophiliac, but it is fair to say that but for blood- 
transfusion he would probably have died earlier. His 
history suggests that his tendency to bleed may have 
become more pronounced in the past ten years. 

In the ordinary course of events this patient would 
not have been thought liable to thrombosis. Indeed both 
clinical and hematological evidence suggest that he could 
not form a firm thrombus in bleeding vessels. It is there- 
fore difficult to believe that ‘‘ some thrombogenic influ- 

”* (as postulated by Duguid) was an important 





Aorta with atheromatous lesions (inch scale). 


ence 
factor in narrowing his coronary arteries in later life, 
unless the deposition of fibrin, which Duguid believes to 
be important, takes place independently of the ordinary 
coagulation processes. 

Summary 

The case is reported of a hemophiliac, aged 73, who 
had angina pectoris. 

His myocardial ischemia was due to atheroma of the 
coronary arteries. Extensive aortic atheroma was also 
found. 

This case is discussed in relation to Duguid’s theory of 
the causation of atheroma by intimal thrombosis. 

We wish to thank Dr. H. L. Marriott for permission to 
publish, and Dr. J. N. Pattinson for the radiographic exami- 
nation. The cholesterol and lipoprotein estimatiOnsS were 
performed by Dr. G. L. Mills in the Courtauld Institute of 
Biochemistry, Middlesex Hospital. 
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CLICKING PNEUMOTHORAX 
SIMULATING MYOCARDIAL INFARCTION 


GEOFFREY BOURNE 
M.D. Lond., F.R.C.P. 
IN CHARGE OF THE CARDIOLOGICAL DEPARTMENT, 
ST. BARTHOLOMEW S HOSPITAL, LONDON 
THE diagnostic problem raised in this case was due to 
the association of very severe chest pain with an audible 
systolic click and electroeardiographic changes. Suspicion 
was at first aroused by the severity of the pain, which 
suggested myocardial infarction at an unusually early age. 


PHYSICIAN 


Case-report 


A man, aged 22, had had no illnesses except severe whooping- 
cough at the age of 5, when he had bronchopneumonia and 
was ill for six weeks. He was very well throughout his military 
service and was playing tough rugby football four days before 
his pain began. . 

The pain started in the back of the left shoulder, and radi- 
ated to the left side and to the front of the chest. For ten 
minutes he did not pay much attention to it, but it soon 
became so acute that he took a taxi on his way home. It 
remained severe for only about half an hour. That evening 
Dr. A. R. Kelsall noticed a loud click in the chest which was 
audible by the unaided ear. This synchronised with the 
heart-beat and was best heard, by stethoscope, near the left 
sternal border. The click was particularly obvious when he 
was lying flat or reclining, but went when he stood up. When 
I saw him next day he had had no further acute pain, but only 
momentary twinges, particularly on taking a deep breath, or 
on sitting up after being flat, especially if he did not use his 
arms. He had had no hiccup, no dysphagia, and in fact no 
other symptoms of any sort. Dr. Kelsall had taken an electro- 
eardiogram which showed inversion of the T wave in leads 2, 
3, and VF. 


Examination 

He looked well but a little pale. The heart-rate was 68, the 
rhythm regular except for a very occasional premature beat, 
and the blood-pressure 130/70 mm. Hg. The pulmonary 
second sound was accentuated and sometimes reduplicated. 
The exocardial click was harsh and loud, particularly halfway 
through inspiration. It was at its maximum just before the 
second sound, and hints of it were present during diastole. 
I could detect no clinical abnormality of the lungs or abdomi- 
nal organs. The erythrocyte-sedimentation rate and white-cell 
count were normal. In the electrocardiogram which I took 
the T wave in lead 2 was flat, and so were the P waves, this 
was associated with considerable bradycardia, which I took 
to be nodal. The T wave was inverted in leads 3 and aVF, but 
no Q waves were present in either lead. The T waves were also 
rather lower than normal in leads V6 and V7. I was not quite 
happy about the left lung in the anteroposterior radiograph. 
The markings suggested to me the possibility of slight cystic 
or emphysematous change. 


Diagnosis 

I decided first of all that he had not had a myocardial 
infarction, and secondly that the sound was exocardial and 
not pericardial. The most probable explanation was that some 
adhesions had formed around his lung at the time of his whoop- 
ing-cough bronchopneumonia, and that the strenuous game of 
football had begun a tear at this point which caused an 
encysted localised pneumothorax. A pneumothorax can 
produce electrocardiographic abnormalities, and I thought 
that the changes in his electrocardiograms could be ascribed 
to this cause. I advised that he should stop at home for two 
weeks, being up and about, and that he should then have a 
further week of greater activity. 


Five Weeks Later 

He remained symptom-free and in a state of increasing 
eagerness to resume his club football. At my re-examination 
five weeks after the first, he said that he felt perfectly fit. He 
was free from aches or pains and had not been short of breath. 
He had not noticed any more of the audible clicking from his 
heart area. 

I could find no clinical abnormality. The electrocardiogram 
had improved. The inversion of the T wave in lead aVF had 
disappeared. The T wave now was still inverted in lead 3 
and fiat in aVF ; in both, it remained so on full inspiration. 
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He had also a wandering pacemaker (the 3 P-R sine short- 
ened to 0-05 sec. but on full inspiration lengthened immedi- 
ately to 0-12 sec; and in other parts of the tracing it was 
normal at 0:18 sec.). Radiologically the heart was normal in 
size and shape. The transverse diameter of the heart by 
orthodiagraph was 13-5 cm. and that of the chest 30-0 cm. 

Thus his heart was normal. The T-wave inversion was 
regarded as postural, particularly as no Q waves were visible 
in leads 3, aVF, or V7. His pneumothorax had healed. 

Dr. Clifford Hoyle said that the chances of recurrence were 
in the neighbourhood of 10 to 1 against, and thought that from 
the pulmonary point of view he might resume his football. 
[ felt that this course would be safe from the cardiological 
aspect. Should there be a recurrence, no permanent damage 
would be done. 


Additional Radiological Information 

Dr. Horace Post reported on the X-ray films taken within 
twenty-four hours of the onset of symptoms. He could see no 
cystic or emphysematous lesion, no air in the mediastinum, 
nor any minor pneumothorax (though the postero-anterior 
view did not cover the periphery of the left base). There were 
some old right basal pleural adhesions and old, very minor, 
peribronchial thickening in the right lower lobe, but no evidence 
of any tuberculous infiltration. The heart and aorta were 
normal. 


Discussion 


There are two points of diagnostic interest. The first 
was the very loud systolic click, and the second the 
changes in the T wave in leads 2, 3, and VF in the electro- 
cardiogram. The more important of these, and the one 
giving the most definite lead, was the loud audible systolic 
click. There is no other intrathoracic condition which 
can give rise to such a loud noise, and the diagnosis of 
small local encysted pneumothorax near the heart seemed 
to be inevitably correct, even though the films failed to 
reveal it. No myocardial infarction could possibly give 
rise to this clinical picture. On the other hand the T-wave 
changes, particularly those in lead 2, in association with 
very severe chest pain, provided graphic and visible 
evidence pointing in a somewhat sinister fashion to a 
possible posterior myocardial infarct in a young man. 

The clinical picture of clicking pneumothorax has been 
well painted by Scadding and Wood (1939), who append 
a considerable bibliography. 

They quote 4 cases of spontaneous pneumothorax and 2 of 
artificial pneumothorax with loud clicking sounds coming from 
the left chest. In 2 of their 4 spontaneous cases the click was 
easily audible by the unaided ear. In all cases either the sound 
or the pain or both were influenced by posture. All their 4 
cases were in males between the ages of 16 and 26. In only 1 
is there record of an electrocardiogram, and in that case the 
changes were those of the Wolff-Parkinson-White syndrome. 


Electrocardiographic changes can be produced by 
pneumothorax ; usually, it must be admitted, as a result 
of changes in the axis or in the degree of rotation of the 
heart secondary to the presence of air in the pleural 
cavity. Spontaneous mediastinal emphysema is another 
condition in which chest pain, exocardial sounds, and 
electrocardiographic changes have been recorded. In 
more than one such case the suspicion of myocardial 
infarction has been raised. 


Pain was present in 6 out of 9 such patients in the series of 
Aisner and Franco (1949) ; it can be very severe. It is usually 
to one side or other of the midline but may be central. 
It does not last more than a few days. The systolic click in 
Aisner and Franco’s series was audible or felt as a creak by the 
patient in 4 of the 9 cases. It does not appear to have been as 
loud as the clicking sound mentioned by Scadding and Wood 
or noticed in the present case. In several of the recorded cases 
this click has been noticed, both by the patients and by the 
physicians, to vary considerably with posture. Electrocardio- 
graphic changes were mentioned by Aisner and Franco, who 
referred to changes in the T waves and s—T segments. 
Holoubek’s (1953) patient suffered a sudden collapse with the 
development of auricular fibrillation and shock. The s-t 
segment was elevated in lead 1 and depressed in leads 2, 3 
and 4R. These abnormalities were no longer present next day. 
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Miller (1945) need a case in which pain, shortness of banat, 
and electrocardiographic changes raised the suspicion of an 
organic cardiac cause. Here there was pain, shortness of 
breath, loud exocardial sounds varying with posture, and 
flattening of the T waves in lead | with s—r elevation in leads 
2 and 3. These changes subsided after twelve days. 


Spontaneous pneumothorax and spontaneous medi- 
astinal emphysema can clearly have a common origin— 
indeed they often coexist. Of 39 cases of spontaneous 
mediastinal emphysema recorded by Fagin and Schwab 
(1946), 21 had definite evidence of spontaneous pneumo- 
thorax also. In the present case the symptoms and signs 
thus seem to be due to a combination of these two lesions, 
the pneumothorax being so small that it was not detected 
by skilled radiologists, and the spontaneous mediastinal 
emphysema localised in such a way as to have given rise 
to electrocardiographic changes. 
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Preliminary Communication 


AUTO-ANTIBODIES IN ADDISON’S DISEASE 


THE recent work of Witebsky and his colleagues * * has 
shown that immunisation of rabbits by rabbit thyroid 
tissue results in the development of organ-specific anti- 
body, accompanied by pathological changes in the 
animal’s own thyroid gland. Roitt et al. have demon- 
strated, by the precipitin test, anti-thyroid antibody in 
the serum of cases of Hashimoto’s disease. We present 
evidence here that the association of auto-antibody with 
thyroid disease may be an illustration of a wider phenom- 
enon, insofar as the same principle may apply to adreno- 
cortical atrophy in some cases of Addison’s disease. 


o 
MATERIALS AND METHODS 


Extracts of human organs (liver, kidney, brain, thyroid, 
and adrenal) were prepared from post-mortem material 
obtained within three hours of death and also from 
thyroid and adrenal tissue excised surgically. Suitably 
sized pieces of the various organs were frozen, finely 
sliced, and extracted with saline solution in a mechanical 
shaker. The-extracts, freed of most of the suspended 
tissue fragments and lipoid by centrifugalisation, and 
diluted when necessary to reduce anticomplementary 
activity, were used as antigens. Tests for antibodies were 
performed by the complement-fixation reaction as 
follows : 

0-1 ml. of the patient’s inactivated serum was incubated 
at 37°C for 1 hour with 0-1 ml. of antigen and 3 hemolytic 
doses of guineapig complement. 0-5 ml. of 3% suspension of 
sheep cells, sensitised with immune horse serum, was added, 
and examined for lysis after a further period at 37°C. Sera 
showing anticomplementary activity were discarded. 


Sera were examined from patients with Addison’s 
disease (10 cases), Hashimoto’s disease (18), thyrotoxi- 
cosis (13), and Simmonds’s disease (2), and from 55 patients 
in general medical and surgical wards who were not 
regarded as having any specific endocrine disturbance. 
In 2 of the cases of Addison’s diséase there was evidence 
of tuberculosis. The results are myn in the 
accompanying table. 

Fixation of complement observed in.these tests cannot 
be attributed to ABO-blood-group incompatibility of 
serum and tissue extract. Tests were performed with 
several specimens of each tissue extract, and it was found 





. wen, E., Rose, N. R. J. ing 1956, 76, 408. 

2. R., Witebsky, E. Ibid, p. 417. 

3. Roitt, N M., Doniac h, D., Campbell: P. N., Hudson R. V. 
Lancet, 1956, ii, 820. 
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RESULTS OF TESTS FOR ANTIBODIES 
Antigen 
Case no. Diagnosis 
Thvyerni , Liver, 
Thyroid Adrenal &e. 
1 Addison’s disease “8 + + + + 
2 Addison’s and Hashi- ++ + + 
moto’s disease 
3-8 Addison’s disc ase ile ~ - 
9, 10 Addison’s disease and - - - 
tuberculosis 
11, 12 Simmonds’s disease .. - - 
13-25* | Thyrotoxicosis <i +or ++ - 
26-43 Hashimoto’s disease . . + or ++ | - 
44-98 Various other diseases | 3+ or + +; 
52 - | 
| 
— = Complete lysis. + = Partial lysis. + + =No lysis. 


* Selected cases (vide infra). 


that the degree of complement fixation varied with 
different thyroid and adrenal extracts. In cases 1 and 2 
the titres of the sera for complete inhibition of lysis 
varied between 0 and 16 with different adrenal extracts : 
even with the weakest reacting extracts, however, partial 
inhibition of lysis was observed, whereas all the other sera 
were completely negative with all the adrenal extracts. 


DISCUSSION 

In an investigation still in progress we have found 
that the serum of almost all cases of Hashimoto’s disease 
and of approximately 50% of cases of thyrotoxicosis 
contain complement-fixing antibodies reacting with 
thyroid extract. In the present investigation, sera chosen 
for this property (cases 13-43) did not react with adrenal 
extracts. We therefore conclude that cases 1 and 2 
possess, in addition to thyroid antibody, an antibody to 
adrenal tissue. It is uncertain whether this latter antibody 
plays an important part in the destruction of the adrenal 
cortex in idiopathic Addison’s disease, but we present 
below evidence which inclines us to this view. 

Wells * drew attention to pathological changes in the 
thyroid gland in cases of idiopathic Addison’s disease— 
namely, diffuse lymphocytic infiltration, formation of 
lymphoid follicles, loss of many of the thyroid acini, and 
eosinophilia of the epithelium of the surviving acini. 
These changes, which appear similar to, but less pro- 
nounced than, those of Hashimoto’s disease, were 
infrequent and slight in tuberculous Addison’s disease. 
Similar findings are reported by Sloper.’ Wells noted 
that the adrenal cortical atrophy in his idiopathic cases 
was accompanied by lymphocytic infiltration and regen- 
erative foci of enlarged eosinophilic cortical cells. He 
concluded that the changes in the thyroid and adrenal 
cortex were of the same nature, and attributed them to 
the long-continued action of a toxic agent. The demon- 
stration of both adrenal and thyroid antibodies in cases 1 
and 2 supplies a possible explanation for Wells’s observa- 
tions. As illustrated by cases 44-98, complement-fixing 
antibody to thyroid extract is sometimes present in 
patients without overt thyroid disease: when oppor- 
tunity has presented, we have carried out subsequent 
post-mortem examination of such unexplained positive 
cases, and have observed in the thyroid gland changes 
sinilar to those observed by Wells in idiopathie Addison’s 
disease. There is therefore some evidence that the pre- 
sence of complement-fixing antibody to thyroid extract is 
not unaccompanied by pathological changes in the 
thyroid. 

The work of Witebsky and of Roitt provides evidence 
that antibody to thyroid tissue is responsible for the 
changes of Hashimoto’s disease. By analogy, we infer 
that the antiadrenal antibody may be responsible, for 
progressive destruction of the adrenal cortex in idiopathic 
Addison’s disease. We suggest that some cases of Addi- 


4. Wells, H. G. Arch. Path. 1930, 10, 499. 
5. Sloper, J. C. J. Path. Bact. 1953, 66, 53. 
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son’s disease are prone to form both adrenal and thyroid 
auto-antibodies ; the latter antibody accounts for the 
histological changes usually present in the thyroid gland, 
and when particularly strong is detectable by the precipi- 
tin test and explains the coexistence of Hashimoto’s 
disease and Addison’s disease as in our case 2. The 
negative results of complement-fixation tests in cases 3-8 
do not rule out these conclusions, for it may well be that 
cessation of adrenocortical destruction is accompanied by 
disappearance of the anti-adrenal antibody, just as precipi- 
tating anti-thyroid antibody is frequently not detectable 
in the serum of cases of Hashimoto’s disease after surgical 
removal of the major part of the thyroid gland. Alterna- 
tively, some or all of our cases 3-8 may have tuberculosis 
of the adrenal glands, or it may be that auto-antibody 
is only one of a number of agents which may affect 
adrenocortical destruction, and operates in only a propor- 
tion of cases of idiopathic Addison’s disease. 

We acknowledge with pleasure our indebtedness to the 
physicians and surgeons who have willingly coéperated in 
providing us with specimens of blood, surgical material, and 
access to their case records; and to Prof. D. F. Cappell for 
advice and criticism. This investigation was assisted by a 
financial grant to one of us (J. R. A.) by the Department of 
Health for Scotland. 

J. R. ANDERSON 

B.Se., M.D. St. And. 

R. B. Goupiz 
M.B. Glasg., M.R.C.P. 
KATHLEEN G. GRAY 

B.Sc. Glasg. 

G. C. TimBuRY 

M.B. Glasg., F.R.F.P.S. 


University Department of 
Pathology and the Western 
Infirmary, Glasgow 


Medical Societies 


ROYAL SOCIETY OF TROPICAL MEDICINE 
AND HYGIENE 


Laboratory Aspects of Amebiasis 


A MEETING of the society on May 16, with the presi- 
dent, Prof. R. M. Gorpon, in the chair, discussed the 
laboratory aspects of amebiasis. 

Dr. C. A. Hoare remarked that the etiology of 
ameebiasis still needed elucidation, and that account 
must be taken of the fact that two races of Entameba 
histolytica existed—the large race which was pathogenic, 
and the small race which was not pathogenic, was found 
only in the lumen of the bowel, and did not invade the 
tissues. Parts of the life-cycle of the small race were not 
yet known. 

Group-Captain W. P. Stam™ reviewed the methods of 
diagnosis currently used. He agreed that the small 
race was non-pathogenic. He had nothing good to say 
about the complement-fixation test ; conscientious direct 
examination of specimens was as good as anything. The 
view that any abdominal complaints associated with 
the presence of E. histolytica in the feces were invariably 
due to amebiasis was to be deplored. A series of 181 
Pakistani aircraft apprentices had each had 3 con- 
secutive stools examined every year for three years ; 
101 apprentices were found to be positive at least once, 
yet only 1 had symptoms severe enough to bring him 
to hospital for treatment of amebiasis. Moreover, a 
carrier-rate of 6% was found in 724 symptomless ex-over- 
seas patients. About 50% of Europeans with amebic 
hepatitis or liver abscess had no demonstrable E. histo- 
lytica in their stools. 

Dr. R. A. NEAL discussed virulence, making the 
point that the kitten, commonly used in experiments, 
was so susceptible that the results might give an exag- 
gerated impression of virulence. Young rats were better, 
and a method of scoring on the basis of ulceration of the 
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esxcum of infected rats had been used. In this way, 
strains from acute cases were found to be virulent, and 
strains from carriers were non-virulent. Virulent strains 
maintained in culture lost much of their virulence, 
but this could be restored by liver passage. Investigation 
of various strains, in association with bacteria of different 
origins and species, had indicated that, though the 
presence of bacteria was essentia] for the ama@bex, it was 
the amcebe themselves that were invasive and responsible 
for the lesions. But the difference in virulence between 
strains of the large race from acute cases and carriers 
suggested that the large race itself was represented by 
two types. Infection of man with the virulent type must 
pass through a quiescent phase when the disease did 
not arise, to ensure survival by the production of cysts. 

Dr. G. Woo.re described the process of screening 
large numbers of compounds in the search for new 
amecbicidal drugs. In-vitro tests in capillary tubes 
containing the amcebe in culture medium with dilutions 
of the drug determined those which were ameebicidal 
in high dilution, and these were chosen for in-vivo/in-vitro 
tests, in which the drug was given by stomach-tube 
to young uninfected rats. These were killed five hours 
later, and the cecal contents tested for amebicidal 
capacity by the in-vitro method. In-vivo tests were 
then carried out in weanling rats. 

In the discussion Dr. J. D. Furton suggested that 
culture was perhaps more useful in diagnosis than was 
sometimes thought, and that the complement-fixation 
test was helpful in extra-intestinal amobiasis. 


NEW INVENTIONS 


[suNE 1, 1957 1125 


Prof. A. W. Wooprourr said that, in amoebiasis, the 
clinician relied heavily on laboratory diagnosis, and he 
referred to the many occasions on which courses of 
anti-ameebic treatment were given without secure diag- 
nosis, with resulting neurosis. 

Dr. H. C. TROWELL commented on the difficulty of 
diagnosis even if the laboratory report was positive. 
The presence of the amabz was not enough—there 
must be clinical evidence of illness which could be 
attributed to that infection. Almost every African in 
Uganda was a carrier. Neurosis was much commoner 
than true amosbiasis. 

Lieutenant-Colonel J. H. WALTERS raised the question 
whether persons passing cysts but having no bowel 
trouble should be given anti-ame@bic treatment. There 
was danger, he thought, in leaving them untreated, 
since liver abscess often developed in patients with no 
history of former attacks. He therefore thought it unwise 
not to treat carriers of cysts—which might be virulent. 

_ Brigadier J. 8. K. Boyp recalled the old rule that, if 
amosbe were found which were actively motile and 
contained red cells, the diagnosis of acute dysentery 
could be made, and in that condition they would be 
found if looked for carefully. 

Sir GEorGE McRoBErRT emphasised that the patient 
should not have had anti-amebic treatment before the 
laboratory examination, since it would eliminate cysts. 
Clinicians : accepted emetine bismuth iodide as the 
best drug now available, but they were not satisfied 
with it. 





New Inventions 


A METHOD OF DETERMINING THE pH OF 
THE BLOOD AT THE BEDSIDE 


UntTIL recently the determination of the pH of the 
blood has been a laboratory procedure. A sample is 
withdrawn and removed to the laboratory, where it 
is transferred into the glass electrode system which is 
kept at room-temperature. After determination of the 
pli at room-temperature, correction is made to body- 
temperature with the aid of tables.* 

By means of the system described below, in which a 
pH electrode is contained in the plunger of a syringe, it 
is now possible to measure blood pli at 37:5°C at the 
bedside. The apparatus has been constructed in such a 
way that it is suitable for use in the wards, and readings 
of the pH of the blood can be made at the bedside at 
five-minute intervals. 

A sample is taken directly into the syringe electrode, 
and this is connected to the rest of the electrode system, 
all of which is kept in a water-bath at body-temperature. 
In this way one can follow the changes in the pH of the 
blood in metabolic disorders, in respiratory or renal 
failure, umder changing experimental conditions, and 
during anesthesia. The advantage of measuring the pH 
at body-temperature is evident. 


THE APPARATUS 


The electrode system consists of a glass U-tube with unequal 
limbs, of which one is 10-0 cm. long and 1-5 cm. in internal 
diameter, and the other limb is 1 cm. long and has the internal 
dimensions of a female Luer joint. At the lowest point of the 
U-tube is a drainage tube | cm. long bearing a glass stopcock. 
The long limb of the U-tube is filled with a supersaturated 
solution of potassium chloride, into which dips the calomel 
reference electrode supported in position by a rubber bung 
which fits into the top of the long limb. The rubber bung also 
supports a small glass stopcock, which when opened to the 
atmosphere allows potassium-chloride solution to flow from 
the long limb into the short limb. If the stopcock is closed, 
the flow of potassium chloride ceases. The syringe electrode 
which has a male Luer tip fits directly into the short limb of 
the U-tube. 

The electrode system is held on a ‘ Perspex ’ support which 
ean be raised or lowered into the water-bath. 


1. Rosenthal, T. B. J. biol. Chem. 1948, 173, 25. 


The water-bath is a perspex box measuring 20 20x 15 cm. 
It has a removable lid, and the electrode system can be 
lowered into the bath through a hole in the lid. Other holes 
in the lid allow a thermometer, a thermostat, a 300-watt 
immersion heater, and a stirrer to dip into the water. Further 
holes support test-tubes which contain standard buffér solu- 
tions, potassium chloride, sterile heparin and saline solution, 
and sterile distilled water, which are kept at body-temperature. 


TECHNIQUE OF MEASUREMENT 

The water-bath is kept permanently at 37-5°C. The pH-meter, 
which is battery-operated, must be switched on one hour 
before any measurements are made, 

The syringe electrode 
a is washed out three 
times with buffer 
solution and then half- 
filled with this solution. 
The plunger is main- 
tained in position by a 
small rubber band, 
which can be slipped 
along the plunger after 
all bubbles of air have 
been excluded. The U- 
tube is raised from the 
water-bath, and the 
syringe electrode is 
fitted into the short 
limb before the electrode 
system is lowered into 
the water-bath. It is 
allowed to remain: there 
until the temperature of 
the buffer reaches 
37-5°C, after which the 
meter is adjusted to 
this standard buffer 
solution. 

The électrode system 
is then raised, the 
syringe is disconnected, 
and the buffer solution 
is discarded. A small 
glass stopper is fitted 
into the short limb of 
the U-tube, which is 
then lowered into the 
water-bath to keep it 





& 


Scheme of apparatus: a, pH-meter ; 
b, calomel electrode; c, super- 
saturated potassium-chlioride solu- 
tion ; d, glass electrode; e, barrel 
of syringe. 
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at the correct temperature until a sample of blood has been 
collected. 

The syringe electrode is flushed several times with the 
heparin-saline solution, which has been kept immersed in the 
water-bath, and the dead space of the syringe is filled with this 
solution to prevent clotting. A sample of blood is then with- 
drawn through a Riley needle. The U-tube is raised from the 
bath, the sample is fitted into the short limb, and the electrode 
system lowered again into the water-bath. The whole man- 
ceuvre is carried out as quickly as possible, to minimise loss of 
heat. 

The pH falls as the blood warms up to 37-5°C over two or three 
minutes. It then remains steady for some time before metabolic 
changes in the blood lower it. Once equilibrium has been 
reached, the sample can be discarded, the syringe electrode 
washed out, and the short limb of the U-tube flushed with a 
little potassium-chloride solution from the long limb. The 
whole process, including standardisation if necessary, can be 
repeated on another sample. 

The pH of the blood can be measured to an accuracy of 
+0-02 of a pH unit. 

PRECAUTIONS 

The heparin-saline solution should contain very dilute 

heparin because this substance has a considerable buffer 


REVIEWS OF BOOKS 
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capacity and, when used at full strength, lowers the pH of the 
blood. A solution of 1 ml. of heparin in 200 ml. of physiological- 
saline solution prevents clotting and does not affect the pH 
of the blood. 

To avoid contamination, the electrode system must be 
washed out with several flushings of each solution. 


With battery-operated meters, the battery must be 
kept at full strength if the meter is to remain stable. For 
this purpose a trickle charger is incorporated in the 
apparatus. 

The thermostat and heater may give rise to electrical inter- 
ference, which may upset the pH meter. All electrical com- 
ponents should be earthed, low-voltage relays used, and a 
suitable condenser fitted to suppress the spark which flashes 
when the thermostat switches on and off. 


An induction motor should be used for the stirrer because 
brush motors set up electrical interference. 





This apparatus is obtainable from Electronic Instuments 
Ltd., Lower Mortlake Road, Richmond, Surrey. 


’ 
DAVID MENDEL 
m.B. Lond., M.R.C.P. 


St. Bartholomew’s Hospital, 
Y Chief Assistant, Medical Unit 


London, E.C.1 





Reviews of Books 


Pediatric Cardiology 


ALEXANDER 8. NADAS, M.D., F.A.A.P., assistant clinical 
professor of pediatrics, Harvard Medical School ;_ physi- 
cian, Sharon Cardiovascular Unit, Children’s Medical 
Center, Boston, Mass. Philadelphia and London: W. B. 
Saunders. 1957. Pp. 587. 84s. 


THE appearance of the first complete textbook on 
heart-disease in children indicates the important place in 
medicine that this subject now holds. 

Most of the excellent works lately written on congenital 
heart-disease have looked from the viewpoint of the 
physician who normally deals with adults. Dr. Nadas, 
however, is a pediatrician as well as a cardiologist, and his 
book clearly reflects both these loyalties, which enhances 
its value as a practical treatise. His observations are based 
solely on personal experience and not on information 
obtained by other people. This approach has many 
advantages, but it does mean that some fields are not as 
widely covered as others; thus, more space might have 
been given tothe surgery of certain conditions in infancy, 
in view of the high mortality of congenital heart-disease 
in the first year of life. 

In a preface Dr. Nadas says he is writing for the pediatrician, 
the general physician, and the medical student. There is much, 
however, which will interest the cardiologist, and the chapter 
on the electrocardiogram in childhood is of particular value. 
Though the main emphasis is on congenital heart-disease, the 
section on acquired disease is excellent, especially the chapter 
on rheumatic fever, which assesses very fairly the use of 
steroid therapy. There is a well-illustrated chapter on phono- 
cardiography, but not everyone will agree with the interpreta- 
tion of the nature of the first heart sound. 

In the accounts of congenital heart-disease, clinical descrip- 
tion is prominent and the essential hemodynamic changes are 
shown in simple diagrams. 

A chapter on anesthesia for children with heart-disease will 
be a great help to those who must take decisions on this 
difficult question. 


Dr. Nadas’s father was a writer, which may be one 
reason why he has managed to make a book so full of 
facts both amusing and extremely readable. 


Treatment of Fractures 


Vol. 1. 5th ed. Prof. Lorenz Béu ER, M.D., director 
of the Accident Hospital and professor of accident 


surgery, Vienna. Translated from the 13th German 
edition. New York and London: Grune & Stratton. 
1957. Pp. 1508. 123s. , 


Vou. 1 of the new translation of the 13th German 
edition of this classic work appeared last year (see Lancet, 
1956, ii, 1141). 


Vol. u covers the injuries of the lower 


limb as far as the knee, and fascinating reading it makes. 
It is in the femur especially that Béhler has had to 
modify his originally strong feelings against open fixation 
of fractures. But metallic fixation is far from foolproof, 
and his accounts of the complications of maltreatment 
are as dramatic as ever. This is an inspiring book; the 
illustrations are better than in the first volume, and in 
the text only the section on slipped upper femoral 
epiphysis is not fully satisfying. 


The Breasts and Breast Feeding 


Haro_p WALLER, M.B., F.R.C.0.G., formerly pediatrician 
to the British Hospital for Mothers and Babies and the 
Poplar Hospital. London: Heinemann Medical Books. 
1957. Pp. 56. 7s. 6d. 


Ir is fortunate that Dr. Waller, who had devoted 
much of his life to the study of human lactation, should 
have written down shortly before his death this brief 
but comprehensive account of his findings. First pub- 
lished as a chapter in a textbook of obstetrics, Dr. Waller’s 
work now appears as a book. He explains how failure of 
lactation is commonly caused by a period of over- 
distension of the mammary gland and he goes on to 
describe the antenatal care and the management of the 
onset of lactation which have been evolved at the British 
Hospital for Mothers and Babies to avoid this hindrance. 
The account is characteristic of Dr. Waller, with its 
modest but fastidious use of language, its consistent 
logical teaching, and the impelling force of independent, 
long, and patient clinical observation. For these virtues 
it should remain a classic. 


Human Blood Coagulation and its Disorders (2nd ed. 
Oxford: Blackwell Scientific Publications. 1957. Pp. 476. 
42s.).—Into the second edition of their book, Dr. Rosemary 
Biggs and Dr. R. G. Macfarlane have assimilated the discovery 
of the Christmas factor and other changes in knowledge about 
thromboplastin. The general arrangement remains the same, 
but the whole text has been revised in detail, at the sraall cost 
of 70 extra pages. It is interesting to see that the theory of 
blood coagulation is now presented by a single diagram, and, 
apart from Christmas factor, only “‘ prothrombinase ”’ is new. 
A glossary of terms is a useful appendix. The revision is so 
extensive that those who own the first edition will want to 
replace it by this excellent successor. 


Nursing and Diseases of Sick Children, for Nurses 
(6th ed. London: H. K. Lewis. 1957. Pp. 726. 50s.).— 
Edited by Prof. Alan Moncrieff and Dr. A. P. Norman, this 
textbook is written by many teachers at the Hospital for Sick 
Children, Great Ormond Street. In tune with the modern 
emphasis on keeping children out of hospital, the new edition 
contains more about the normal child, nursing at home, and 
social and preventive medicine. The comprehensive account 
of the medical and surgical treatment of children in hospital 
ranges froin cupping and leeches to procainamide. 
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Consultant and Specialist 


In the nine short years since the start of the 
National Health Service the work of hospitals has 
changed remarkably. Medical progress has led to 
contraction of some specialties, such as tuberculosis 
and hospital pediatrics, and to expansion of others, 
such as cardiac surgery ; but these changes, striking 
in themselves, have been overshadowed by the 
generally increased demand traceable to the disclosure, 
through the health service, of the population’s full 
need for care. 

In many hospitals the medical staffs do not suffice 
to meet the new demands. The teaching hospitals, 
in their privileged and largely protected position, 
are in no acute difficulty, but elsewhere the story is 
different. The public were quick to note the upgrading 
of peripheral hospitals and have responded by attend- 
ing these instead of travelling, as once they would 
have done, to the teaching centre. In trying to fulfil 
their new responsibilities the peripheral hospitals are 
impeded by deficiencies not only in staffs but also 
in-buildings and equipment. These deficiencies are 
related ; for, as is seen from our survey on p. 1133, 
the appointment of much-needed surgeons, patho- 
logists, or physicians may have to await the comple- 
tion of new operating-theatres, laboratories, or wards. 
Nevertheless, it would be quite wrong to suppose that 
additions to clinical staff must all be deferred until new 
buildings have gone up. With ingenuity most busy 
outpatient departments could manage a few more 
sessions a week; and so could some operating- 
theatres. Nor is there any lack of suitable people for 
the work: in the main clinical subjects, and in some 
others, too many competent doctors are competing 
for what few consultant posts there are. The main 
difficulty lies elsewhere. Many clinical consultants 
find that their need for help does not extend over 
the whole range of their work: thus the physician 
might get along well if relieved of some of his 
outpatients, and the general surgeon if some 
of the operating were taken off his hands. A 
hospital authority, however, can hardly create a 
fresh consultant post for such restricted work ; and, 
even if willing, it may be unable to do so because of 
lack of the beds and of the junior staff, including 
perhaps a registrar, needed to place a new consultant 
on a par with his colleagues. There is one way, and 
perhaps only one, in which such work can suitably 
be done without creating new units—namely, by 
the appointment of assistant physicians and assistant 
surgeons. The need for these is emphasised by the 
march of events in the many hospitals where it is 
proving impossible to find new senior registrars. 

Noting that, when it comes to applying for a consultant 
post, senior registrars in peripheral hospitals are at a 
disadvantage compared with their teaching-hospital 
contemporaries, registrars are shunning the non-teaching 
hospitals; and the consultants in these hospitals are 
having to undertake work that might be done by a 


junior colleague. Such a situation would be partly 
avoided if all senior registrars divided their time between 
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hoon and non- MERE PEN parr oni a joint- 
appointments scheme. These schemes provide diversity 
of experience and ensure that no senior registrar who 
participates disqualifies himself for advancement simply 
by not working in a teaching hospital. But though in a 
few regions such a scheme is operating satisfactorily, 
in others, which seem to be more numerous, a scheme 
tentatively started has run into difficulties, and has even 
had to be abandoned, because of incomplete under- 
standing and possibly suspicion between the two hospital 
authorities or because of the reluctance of senior 
registrars appointed to the teaching hospital to move 
to the periphery. We believe that the country should be 
surveyed region by region to define the causes of success 
and failure, and to see whether in fact these schemes can 
possibly be extended; for in regions where there is 
no hope of their being operated successfully the appoint- 
ment of senior registrars to peripheral hospitals should be 
discontinued, and the sooner this is done the better. 

The new grade of assistant physician and surgeon 
might be expected to attract both senior registrars 
and S.H.M.O.s. For most it would be a step on the 
ladder to a consultant post (a step at a point where 
some senior registrars are at present being thrown 
off into mid-air), but others would be content to 
remain at this level. (One of the faults of the existing 
arrangement is that those who wish to make a career 
in one of the main clinical subjects, but may not even 
want to become consultants, are denied the oppor- 
tunity.) The clinicians in this specialist grade would 
have a few beds; but they would be responsible 
to a consultant. Their remuneration should, we 
suggest, be spread over a wide scale, starting near 
the top of the present s.H.M.0. scale and stretching, 
with continuing service, well into the consultant’s 
reaches. 

To create a specialist grade of this kind would be 
to return to realities—to recognise the facts as they 
are today and as they were long before the National 
Health Service was thought of. The Spens Com- 
mittee, so wise in many ways, ignored one big fact 
when it left no place in its scheme for the many 
doctors in our hospitals who are neither trainees 
nor consultants, but are certainly specialists; and, 
though the gap has been filled by calling them hos- 
pital medical officers, their morale has been damaged 
because even the most senior are paid less than a 
young consultant and because even the most junior 
feels himself out of the running for a consultant post. 
The Spens Committee was wrong, too, when it pre- 
sumed that in an organised service the senior registrar 
would become a consultant about the age of 32, 
soon after finishing his formal training, or, if not, 
would (and should) find work elsewhere—in general 
practice or outside the N.H.S. Whereas in the old 
days the future consultant, in his 30s, often had 
to be content with small and miscellaneous appoint- 
ments, through which, gaining experience, he worked 
his way up to major responsibilities, the Spens Com- 
mittee prescribed an immediate long leap for every- 
body—with removal from the hospital service as 
penalty for anybody who could not jump the widening 
chasm. Because it has been so obvious that the 
hospitals need them, the majority have not in fact 
been asked to pay this penalty ; but they have under- 
gone, and are still undergoing, grave hardship; 
and because they are denied promotion the hospitals 
are often denied the full help they could give. Over 
six years ago we remarked 4 that senior registrars 
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were doing advanced work satisfactorily, ‘ ‘and it 
seems a little odd to tell them that they must forth- 
with stop doing it because, now that their training is 
over, our principles forbid us to offer them anything 
less than the consultant posts they cannot get.” 

Beneath the reluctance to face this situation has 
lain an undercurrent of fear that if a grade of specialists 
were created the Ministry of Health might ruthlessly 
swell its ranks with the aim of securing cut-price 
consultants. Such a fear is surely baseless. It would 
be for the profession to agree by negotiation on the 
ratio of specialists to consultants*; and thereafter 
professional bodies would ensure that the agreement 
was observed. The picture of a conscienceless group 
of Civil Servants riding roughshod over a supine 
medical mass is out of keeping with facts. Our repre- 
sentatives have had no difficulty in securing the 
strict observance of the agreement for limitation 
of S.H.M.O. posts, and there is no reason why they 
should be less successful with those for specialists. 
The proposal to introduce a specialist grade deserves 
fresh and unprejudiced attention. 


Antibiotics and Sore Throat 


ANTIBIOTICS are expensive and not without risk. 
Should they be used routinely in the treatment of 
sore throat ? Every doctor with a child of his own 
that has had an acute pharyngitis will know what a 
temptation it can be to give penicillin or one of the 
newer antibiotics, and will feel himself in sympathy 
with WHEaTLEY,* who favours giving rather than 
withholding these agents. Yet in this country four 
studies on the natural history and therapy of acute 
febrile sore throat—two in general practice * * and two 
in military personnel * 7—do not on the whole support 
such a policy. They show that the majority of such 
sore throats settle down, untreated, in a few days; that 
streptococci can be recovered from only about half to 
two-thirds of the patients; and that sore throat 
associated with 8-hemolytic streptococci cannot be 
reliably distinguished on clinical grounds alone from 
other sore throats. Penicillin can shorten the illness a 
little but is really necessary, it seems, only for severe 
cases and those with such immediate complications as 
otitis media or sinusitis. The compelling argument, in 
theory at any rate, for the “blanket” policy of 
treating all sore throats promptly with penicillin arises 
not from these considerations but from the danger of 
delayed non-septic complications (rheumatic fever, 
nephritis), which can be prevented by adequate treat- 
ment of the preceding sore throat but once they have 
arisen are not susceptible to radical cure and may 
cause serious invalidism and shorten life. Does this 
theory hold good in practice? In over 400 cases of 
sore throat associated with 8-hemolytic streptococci 
that were seen in general practice,4®* or under 
similar conditions,*’ and that were not treated with 
penicillin, rheumatic fever ensued in not a single 


. Ibid, 1954, i, 1277. 


2 

3. Wheatley, D. Jbid., Jan. 19, 1957, p. 164. 

4. Landsman, J. B., Grist, N. R., Black, R., aarp Bre 
Blair, W., Anderson, T. Brit. med. J. 1951, i, 32 

5. Chapple, P. A. L., Franklin, C. M., Paulett, J. D., re me, = bee 
Woodall, J. T., Tomlinson, A. a H., McDonald, J. Ibid, 
1956, i, 705. 

6. Bishop, J. M., Peden, A. S., Prankerd, T. A. J., Cawley, R. H. 
Lancet, 1952, i, 1183. 

7. Brumfitt, W., Slater, J. D. H. Ibid, Jan. 5, 1957, p. 8. 

8. Fry, J. Jbid, Jan. 26, 1957, p. 211. 


instance. The ‘mildness of such sore throats is 
confirmed by Brumritt and SLaTER’s ’? observation 
that only 17% of untreated cases of proved group-A 
Q-hemolytic streptococcal infection showed a signifi- 

cant (two-tube) rise in antistreptolysin titre. It is 
difficult not to conclude that penicillin is needed only 
for severe cases and those with septic complications. 
But this conclusion seems to conflict with that of the 
American Heart Association, which has issued a report 
on this subject, from the point of view of preventing 
rheumatic fever and bacterial endocarditis,® compiled 
by a committee composed of experienced and 
authoritative workers. 

The report summarises the symptoms and signs of the 
typical case of streptococcal sore throat, which should be 
treated with penicillin ‘‘ on sight ’’; but many cases are 
not typical, and accordingly the committee suggests that 
throat-swabs should be cultured more extensively. The 
prevention of rheumatic fever demands the eradication of 
streptococci from the throat—not just their suppression. 
The bactericidal penicillin (rather than the bacteriostatic 
sulphonamides) is the drug of choice, with the less 
effective broad-spectrum antibiotics reserved for patients 
who are hypersensitive to penicillin. Of the possible 
penicillin preparations, the committee favours adminis- 
tration of the injectable long-acting benzathine penicillin 
G, or procaine penicillin with aluminium monostearate in 
oil, for at least ten days. Penicillin by mouth is also 
effective, but only if the patient codperates; and thus 
the committee does not recommend this route. The 
committee proposes that, where a previous history of 
rheumatic fever is clearly established, chemoprophylaxis 
should be given in all seasons throughout the rest of the 
patient’s life, to prevent streptococcal reinfection. For 
choice the committee would inject each month 1,200,000 
units of benzathine penicillin G ; or, failing this, it would 
give by mouth each day 1 g. of sulphadiazine or 500,000 
units of penicillin G. 

Outstanding work on the relation of group-A 
8-hemolytic streptococci to rheumatic fever has been 
done by the members of this committee, and particu- 
larly by RAMMELKAMP and his associates ® at Fort 
Warren. Consequently the American Heart Associa- 
tion has been campaigning widely for chemoprophy- 
laxis to prevent rheumatic fever ; and in the U.S.A. 
some would now regard it as negligent not to give a 
patient known to have had rheumatic fever antibiotics 
continuously. But many doctors would feel uneasy 
about the committee’s recommendation—it might 
almost be termed a life sentence—that antibiotics 
should be administered throughout the lives of 
patients who have had rheumatic fever. Furthermore 
many would demur at the committee’s implied recom- 
mendation that all sore’ throats known or suspected to 
be due to group-A $-hemolytic streptococci should be 
treated with antibiotics, at least until a throat-swab 
has been cultured. These policies are based on the 
following premises ?°: firstly, that approximately 3% 
of hemolytic-streptococcal throat infections are fol- 
lowed by rheumatic fever, irrespective of the age of 
the patient ; secondly, that rheumatic heart-disease 
can be prevented by preventing first attacks and 
recurrences of rheumatic fever ; and thirdly, that the 
benefits of life-long chemoprophylaxis warrant its 
risks. That rheumatic fever follows infection of the 
throat by a group-A $-hemolytic streptococcus in a 
susceptible subject must now be taken as proved. 





9. Rammelkamp, C. H., Breeze, B. B., Griffeath, H. I., Houser, 
. B., Kaplan, M. H., Kuttner, A. G., McCarty, M., Stollerman, 
& a Wannamaker, L. W. Mod. Conc. cardiov. Dis. 1956, 

, 365. 


10. 


Mortimer, E. A., Rammelkamp,C. H. Circulation, 1956, 14, 1144. 
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The statement that 3% of such infections will be 
followed by rheumatic fever rests mainly on the 
extensive work at Fort Warren, and it is not at all 
certain that conditions there reflect those in general 
practice. 


Fort Warren, an Air Force base and a reception centre 
for new recruits, receives a constant stream of young men. 
Epidemics of streptococcal disease have arisen when one 
of the new arrivals has been a carrier of virulent organisms. 
In a classical experiment the Fort Warren workers found 
that only 2 cases of rheumatic fever occurred in 1178 
patients with acute streptococcal sore throat treated with 
depot penicillin, whereas 28 cases occurred in 1168 
untreated controls.“ Subsequent work with other forms 
of penicillin or other antibiotics gave much the same 
results. 

Impressive and valuable as this work is, it is based 
mainly on epidemics of streptococcal infection in a highly 
selected population in specialised surroundings. Its 
results cannot be applied directly to endemic sore throat 
seen in general practice without ignoring an important 
ecological difference. BRUMFITT and SLATER ’ noted that 
there may be differences between epidemic and endemic 
streptococcal infections; and the Fort Warren group ™ 
have themselves reported changes in the virulence and 
infectivity of group-A B-hzemolytic streptococci associated 
with the chronic carrier state. Nevertheless they believe 
that the apparent variation in the incidence of rheumatic 
fever with age, or with geographical, seasonal, or economic 
factors, is secondary to the effect of these factors on the 
distribution of the streptococcus. Where the spread of 
the organisms is made easier, rheumatic fever will be 
more common, but the proportion of streptococcal throat 
infections which are followed by rheumatic fever will 
remain 3%. On the other hand, SASLAW and STREIT- 
FELD," working in Miami, Florida, where rheumatic fever 
is uncommon, found that group-A $-hemolytic strepto- 
cocci could be isolated from the throats of a large number 
of school-children once or more often over several years. 
About half of the positive throat swabs were associated 
with significant rises in the serum titre for antistreptolysin 
O, suggesting that a true infection (rather than commens- 
alism) was present in at least half the cases. From this 
they deduced that the expected number of cases of 
rheumatic fever in the population they were studying 
should have been 212, if the 3% figure were universal. 
In fact none were reported. 

There can therefore be no hard-and-fast rule that 3% 
of streptococcal infections are followed by rheumatic 
fever. Bywaters }* believes that the normal rheu- 
matic-fever rate after sporadic streptococcal sore 
throats in school-children in the London area is about 
0-1%, but the rate may rise to as much as 10% 
during epidemics. Nor can one assume, as does 
WHEATLEY, that the decline in the incidence of 
rheumatic fever and of streptococcal diseases generally 
is due to the more widespread use of antibiotics. This 
decline started decades,!* and possibly centuries, before 
the introduction of penicillin, although doubtless the 
antibiotics have hastened it in recent years. Further- 
more, the relation of rheumatic fever to rheumatic 
heart-disease may not be as close as is commonly 
thought. It has been regularly found that only 
40-60%, of those with rheumatic heart-disease on 
clinical examination or at necropsy have a history 
of rheumatic fever or of chorea. Wu1ius ?* could 
find no relationship between the number of attacks 
of rheumatic fever and the severity of the heart- 
11. Wannamaker, i. Wa Rammelkamp, Cc. H., Denny, F. w. 

Amer. J. Med. 1951, 10, 673 
12. Dingle, J. M., Rammelka amp, Cc. H., Wannamaker, K. W. 
Lancet, 1953, i, 736. 
13. ger M. S., Streitfeld, M. M. Amer. J. Dis. Child. 1956, 
, 550. 
14. Bywaters, E.G. L. Lancet, 1956, ii, 987. 


15. Ibid, Jan. 5, 1957, p. 32. 
16. Willius, F. A. Amer. Heart J. 1927 3, 139. 


disease, judged by the duration of life. It is probably 
true that, on the whole, the more severe and numerous 
the attacks of rheumatic fever, the greater the chance 
of severe rheumatic heart-disease ; but the correlation 
is not close. WEINSTEIN et al.,!’ from a seven-year 
follow-up study of 167 cases of scarlet fever treated 
with penicillin, conclude that treatment may suppress 
the clinical manifestations of rheumatic fever but not 
the subsequent valvular deformities. (This work has 
been criticised by Mortimer and RAaMMELKAMP,?° 
mainly on the score of internal inconsistency.) It 
would be ridiculous to suggest that rheumatic heart- 
disease is unrelated to rheumatic fever, but clearly 
it would be equally wrong to assume that all rheumatic 
heart-disease would be prevented by abolishing overt 
rheumatic fever. 

In its recommendation for chemoprophylaxis of 
streptococcal infections in rheumatic subjects the 
American committee is not absolutely unyielding : 

** Although recurrent attacks of rheumatic fever occur 
at any age, the risk of recurrences decreases with the 
passage of years. Some physicians may wish to make 
exceptions to instituting prophylaxis in certain of their 
adult patients, particularly those without heart disease 
or who have had no rheumatic attacks for many years.”’ 
Some have found that a useful working rule is to 
continue chemoprophylaxis for five years after the last 
attack of rheumatic fever or until puberty, whichever 
is the longer period. The risk of recurrence after this 
period is reduced, although it still remains. Against 
this must be set the risks of continuous medication, 
which include sensitisation to antibiotics, the develop- 
ment of resistant organisms, and (because of the 
intramuscular injections) enhanced severity, if not 
enhanced likelihood, of poliomyelitis. On the scale 
of a life-span, chemotherapy may have other dangers 
of which we still know nothing: long-continued 
administration of sulphonamides to rats and mice 
is associated with the development of cancer in 
strains of animals not normally susceptible to neo- 
plasms, and with the early onset of cancer in sus- 
ceptible strains.1* The difficult, crucial experiment 
has not yet been done, and perhaps it cannot be done. 
It would consist in a controlled trial of antibiotic 
treatment of sore throats as they present in general 
practice, with the results judged mainly by the sub- 
sequent development of rheumatic heart-disease. 
Meanwhile, those who argue that all sore throats 
should be treated with antibiotics in order to prevent 
rheumatic heart-disease are relying on a chain of 
indirect evidence which is very suggestive but in which 
there are still serious gaps. 

The primary object in treating acute febrile sore 
throat in most patients in general practice is to 
alleviate the immediate illness. Sore throats asso- 
ciated with fever and chills, nausea, headache, 
swollen glands in the neck, and, particularly in 
children, vomiting are likely to be streptococcal ; sore 
throats associated with cough, hoarseness, and sneezing 
are likely not to be streptococcal ; but the distinction 
cannot be made with certainty. A throat-swab should 
be taken if possible, but the decision whether to 
administer an antibiotic must be made clinically, before 
the result of culture is known. Exudate in the throat 
is not a reliable guide to the infecting organism, but 


17. - Weinstein, I ,, Boyer, N. H., Goldfield, M. New Engl. J. Med. 
18. Hansen, P. B., Bichel, J. Acta radiol., Stockh. 1952, 37, 258. 
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it is a strong indication for swabbing hecanes it may 
be diphtheritic. There is little to gain from treating 
with antibiotics mild sporadic sore throats, even if 
streptococcal; but in nurseries, schools, and camps 
and barracks, where streptococcal infections may reach 
epidemic proportions, it is important to give effective 
antibiotic treatment as soon as possible to all with 
febrile sore throats, and if the epidemic threatens to 
become troublesome chemoprophylaxis should be 
considered for the whole group at risk. Patients with 
a history of rheumatic fever or who come of rheumatic 
families, and those with signs of rheumatic heart- 
disease, must be specially protected. In them, con- 
tinuous prophylaxis is justified, and in addition upper- 
respiratory infections must be treated vigorously 
pending the result of a throat swab. Of the various 
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methods of treatasent procaine e penicillin G, ai the rate 
of, say, a million units daily, is probably the surest ; : 
and, if this creatment is going to be given, it must be 
continued for at least ten days. A single monthly 
injection of benzathine penicillin G 1,200,000 units is 
a convenient but painful alternative which is favoured 
by the American workers. Tablets of oral penicillin G 
are less effective because of irregular absorption, and 
the patient may forget to take his tablets. Phenoxy- 
methylpenicillin is still under trial, and is not yet to 
be recommended.'® There is little evidence that the 
various antiseptic lozenges, with or without local 
anzsthetics, now offered for sale do anything to 
influence the course of the disease or give more than 
moral comfort. 
19. Griffiths, J. C., Gray, 0. P. Lancet, 1956, ii, 730. 





Annotations 


RADIATION AND LEUKAMIA 


WHEN, in 1955, at the Government’s request, the 
Medical Research Council appointed a committee to 
examine the hazards to man of nuclear and allied 
radiations, one of the things about which more information 
was urgently needed was the ultimate effect of small 
doses of radiation. The reported increase in the incidence 
of leukemia in patients who had been irradiated for 
ankylosing spondylitis seemed a fruitful line of inquiry, 
and Dr. W. M. Court-Brown and Dr. Richard Doll were 
asked to undertake a more extensive investigation of such 
patients than had hitherto been attempted. Their 
findings were summarised in the white paper published 
in June last year ' and a fuller analysis of their results is 
published this week.* 


In the short space of nine months the records of over 
13,000 patients from 81 radiotherapy centres in Britain 
were investigated, the patients were followed up, the 
radiation received by the bone-marrow was estimated, 
and the doses given to each patient over the period of 
survival were assessed. The investigation was planned 
to include all patients treated for ankylosing spondylitis 
by means of ionising radiations during the years 1935-54, 
and to study further those cases in which leuk«xmia, 
aplastic anemia, or myelofibrosis had developed. In all, 
72 patients have been reported as having both ankylosing 
spondylitis and one of these conditions—49 in the study 
series of 13,352 and 23 outside the series (including 8 not 
known to have had previous radiotherapy for their 
spondylitis). From national vital statistics, the numbers 
of deaths which would have been expected in the study 
series by Dec. 31, 1955, were put at 2-9 for leukemia and 
0-3 for aplastic anemia: in fact, 28 deaths in the series 
were certified as attributable to leukemia and 12 to 
aplastic anemia. Thus, the mortality from leukemia 
among patients treated with X rays for ankylosing 
spondylitis was about ten times greater than the mortality 
in a normal population of the same age and sex 
distribution. 


A possible explanation is that patients with ankylosing 
spondylitis are more likely to get leukamia than healthy 
people, irrespective of how they are treated. Three 
findings, however, are against this. Firstly, the distribu- 
tion of the different cell types of leukaemia in irradiated 
eases was not the same as in untreated cases (the irradia- 
tion group contained a smaller proportion of lymphatic 
1. Hazards to Man of Nuclear and Allied eo Omd>9780. 

H.M, Stationery Office. See Lancet, 1956, i, 999. 
2. Leukemia and Aplastic Anwmia in Patie an Irradiated for 

Ankylosing Spondylitis. By W. M. CourtT-Brown and R. DOLL. 

M.R.C. Special ppoess Series no. 295. H.M. Stationery Office. 
10s. 6d. 


Pp. 135. 


is based on the 
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leukemias). But this observation 
Registrar-General’s figures for cell types, 
reflect differing views on cytological classification. 
Secondly, Abbatt and Lea’s comparison* between 
irradiated and non-irradiated spondylitic patients sug- 
gested that there was no important association between 
leukemia and ankylosing spondylitis irrespective of 
treatment. Thirdly, a relationship has been demons- 
trated between radiation dose and incidence of leukzemia ; 
and Court-Brown and Doll hold that this is strong 
evidence that radiation plays a part in the causation of 
leukemia, though it is conceivable that the liability to 
leukemia varies among spondylitics in proportion to the 
severity of their disease. 

What is the nature of this relationship between dose 
and response ? An unequivocal answer to this question 
would have resolved many of the doubts concerning 
radiation hazards; but unhappily no clear-cut solution 
has emerged, despite the most painstaking analysis of the 
known facts by Court-Brown and Doll and those who 
helped them. Their inquiry did not establish whether 
leukemia could be produced by doses of radiation less 
than those commonly given in the treatment of anky- 
losing spondylitis. Few patients received a mean spinal- 
marrow dose of less than 250r, and the results gave no 
direct evidence on the effect of doses of this order. If 
the dose-response relationship is curvilinear, a threshold 
may exist below which there would be no increase in the 
incidence of leukemia. Thus, small doses, such as those 
involved in diagnostic exposures, would not induce 
leukemia. Court-Brown and Doll believe, however, that 
it is more reasonable to adopt the working hypothesis 
that there is no threshold dose. They base this view on 
the linear relationship observed with the doses given 
to patients receiving only spinal radiation, and on the 
fact that when the mean spinal dose to the whole popu- 
lation of patients is considered the incidence also increases 
approximately in proportion to the dose at all but the 
highest levels. If there is no threshold for the induction 
of leukemia the situation is analogous to the induction 
of gene mutations by radiation, and the rate at which the 
dose is accumulated may not affect the proportional 
relationship. Court-Brown and Doll remark on the 
importance of using this quantitative relationship in as 
many ways as possible to test the ‘‘ no-threshold ’’ hypo- 
thesis, and they refer to the findings of Stewart et al.‘ 
which suggested that the risk of leukamia may be greater 
in children who were exposed to diagnostic X rays in 
utero. Discussing the leukemia-rate among survivors of 
the Hiroshima explosion, Court-Brown and Doll conclude 
that, within the necessary limitations of the available 
data, the incidence is compatible with a linear relation- 
ship. 


.J. Lancet, 1956, ii, 1317. 
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One important implication of the no-threshold hypo- 
thesis is that any exposure to radiation over and above 
natural background, however small, must increase the 
risk of leukemia ; and it must therefore be supposed that 
some leukemias have been induced by diagnostic 
irradiation, which, it has been variously estimated, in 
countries where radiodiagnosis is widely used, can add 
to the population gonad dose from 10 to 70% of the 
dose due to background radiation. Similarly, fallout 
from nuclear explosions would be expected to add a 
smaller quota to the leukemia figures. As Court-Brown 
and Doll emphasise, however, this is not the only hypo- 
thesis which is compatible with the data. Much more 
work must be done before the true dose-response relation- 
ship is clear. Indeed, inquiries of this pattern may not 
be capable of producing a firm answer, and_investigations 
on @ gigantic scale may be needed. The formidable 
amount of time and effort that must probably be expended 
to identify beyond doubt the effects of low doses of 
radiation are leading some people to wonder whether a 
nearer target should be the immediate aim. It may be 
better to decide, as far as the present incomplete evidence 
permits, what is an acceptable risk to balance against the 
benefits of useful radiation, and then to do everything 
that can be done to reduce additional exposure from all 
sources to the ‘‘safe’’ level. To wait until the dose- 
response relationship is fully explained may be to wait 
too long. 


THE WELLCOME TRUST 


Tats is an age of trusts, if not of trust; but among 
the many and diverse bodies which support scientific 
research the Wellcome Trust is believed to be alone in 
drawing its income from a pharmaceutical business 
in which the trustees hold all the share capital. This 
unusual situation has been created by the will of an 
unusual man. Sir Henry Wellcome was the sole pro- 
prietor and autocratic director of the pharmaceutical 
manufacturing firm of Burroughs Wellcome & Co. He was 
also a man of wide and discerning scientific interests, 
and the success of his business enabled him. to support 
research to an extent probably unequalled by any other 
private citizen. At first the laboratories, museums, and 
libraries which bore his name and drew on his purse were 
the private hobbies of the owner rather than part of a 
large commercial undertaking. But in 1924, for 
administrative convenience, Sir Henry gathered them 
and his commercial interests together to form the 
Wellcome Foundation Ltd. On his death all the shares 
in the Foundation passed to the Wellcome Trust. The 
first five trustees ® were nominated in his will, and they 
were charged to use the Jarge and continuing residue 
of his estate to advance research. The objects for which 
they were empowered to use the funds, though wide, were 
carefully set out in the will. The emphasis was, naturally 
enough, on the subjects which specially interested 
Sir Henry, including pharmacy and pharmacology. 
tropical and veterinary medicine, and the history of 
medicine. The trustees have no mandate to assist 
undergraduate or postgraduate education or to provide 
facilities for treatment. 

The first report’ of the trustees nominally covers 
twenty years, but in fact ten anxious and strenuous 
years were spent in winding up a complicated estate, 
finding the funds to meet the heavy death-duties, and 
setting in order the affairs of the Foundation on whose 
dividends the income of the Trust depends. Even in 
these early years, which were further complicated by 
5. Court-Brown, W. M., Doll, R. Jbid, Jan. 12, 1957, p. 97. 

6. The present trustees are: Sir Henry Dale, 0.M., F.R.C.P., F.R.S. 
(chairman), L. C. Bullock, Martin Price, F.c.a., Lord Piercy, 
and Brigsedicr J. S. K. Boyd, F.R.c.P., F.R.S. 

1. Wellcome Trust. First report 1937-56. 52, Queen Anne Street, 
London, W.1. 
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the difficulties attendant on a major war, the trustees 
found money and energy to support Dr. Henry Foy’s 
work on malaria and sickle-cell anamia in Greece and in 
Africa and to provide funds for the plant which supplied 
plasma and serum for all the civilian and most of the 
Service needs in this country from 1943 to 1945. Hard 
on these tentative beginnings they record the endow- 
ment of research chairs of clinical tropical medicine 
and of pharmacology in the University of London, and 
chairs of anesthetics in McGill University and in the 
University of Pennsylvania. Research fellowships to 
the value of £28,000 have been awarded through the 
Animal Health Trust and the Pharmaceutical Society, 
and the trustees themselves have spent some £15,000 
on what they candidly describe as ‘‘ unsystematic ”’ 
awards mostly in biochemistry. In 1955 they also 
introduced travel grants, including short-term grants 
for senior workers who wished to visit centres abroad 
for purposes connected with their researches. The total 
benefaction of the Trust in the period covered by this 
report amounted to £1,170,164 

Though the trustees have rightly put people before 
things, they have also provided some very expensive 
tools on, permanent loan. Electron microscopes have 
been bought for the Medical Research Council, for the 
University of Oxford, and for the University of Cam- 
bridge, which is also to receive a nuclear magnetic 
resonance ‘spectrometer. The libraries and museums 
of the three Royal Colleges in London and the Royal 
Society of Medicine are all receiving, or have received, 
substantial help, and many scholars and publishers 
have been enabled to print contributions to medical 
history. One of the most important of these is the 
collected edition of Ehrlich’s work. 

So far most of the Trust’s benefactions have been 
made within this country, but the trustees are mindful 
that they are legally subject to no territorial limitations 
and that they draw their income from a world-wide 
trading organisation. They are glad that they have 
lately been able to endow research posts in Canada 
and in the United States, the country of Henry Well- 
come’s birth. 


FOUL FOWL 


APPARENTLY about two cases of psittacosis are recog- 
nised each week in England and Wales. (The name 
** psittacosis ’’ is used here without prejudice to cover 
all human infections due to this group of viruses which 
are not lymphogranuloma inguinale.) This number is 
almost surely an underestimate; for the apparent 
geographical distribution of the disease seems to be 
related to the location of laboratories able to make the 
specific diagnosis. About half the patients with psitta- 
cosis give a history of contact with budgerigars or other 
parrots, but there are three reasons for doubting whether 
this observation is of great importance. In the first 
place these pets are far commoner than they used to be, 
and statistically their association with human infection 
may by now be negligible. (Observations on the number 
of houses with budgerigars would be useful.) Secondly, 
hens, ducks, turkeys, seafowl, various passerines, and 
pigeons have all been found to be infected and a few 
of these have been convicted of causing infection in man. 
Lastly, it is common experience that some patients 
with psittacosis have had no traceable contact with 
birds of any kind. 

It has been thought that man is usually infected by 
inhaling feather dust or dried excreta. Except for 
finches and canaries (which are susceptible to infection) 
only psittacine birds share man’s living-rooms in this 
country. Nevertheless the amount of dust inhaled by 
the most ardent fancier and his family must be a trifle 
compared with that in the respiratory tract of a man 
cleaning out a chicken-house. Infection in hens is prob- 
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ably rare. Because of their numbers and semi-domestic 
habits, pigeons have been suspected of causing some 
of the infections which cannot be traced to parrots. 
Half the pigeons in Oslo show antibodies to psitta- 
cosis,! and figures of this order have been found in 
other towns. This line of inquiry is worth pursuing 
and should be extended to pigeons kept for racing. 

When first seen in this country about 1930, psittacosis 
was a virulent disease apparently derived from newly 
imported parrots. Importation was very soon forbidden, 
and thereafter the type of infection was on the whole 
less severe. The disease had probably been present for 
many years but had remained undiagnosed until the 
severe infections called attention to its presence and 
provided material for specific diagnosis. At the request 
of the pet trade, and because infection had by then 
been recognised in other birds, the ban on imported 
parrots was lifted in 1952—an act of administrative 
daring which was followed almost at once by several 
outbreaks of severe infections traced to imported parrots. 
The ban was reimposed. This experience suggests that 
the strain of virus current in South America (whence 
come most of these birds) may be more virulent for 
man than that endemic here, but we know of no experi- 
mental support for this idea. That the more virulent 
strain has not become established is perhaps due to 
the fact that it is even more fatal for birds than for 
man. 

Psittacosis is not a grave danger to the public health, 
and treatment with some of the newer antibiotics has 
been successful, but it ‘can be an alarming and distressing 
disease. In our present state of ignorance prevention 
will not be easy. Active immunisation is possible, but 
few except bird-fanciers are likely to ask for it. Without 
examples plain to see it would be hard to persuade the 
public that any harm can come from a bird so elegant 
and amusing as the little parrots. If pigeons spread the 
disease this will be one more reason for reducing their 
numbers, but so far they seem to have defied all methods 
designed for their annihilation in town and country. 
Before we are compassed about with any more restrictions 
and prohibitions it would be wise to try to establish 
beyond doubt the source of the two infections which are 
detected each week. 


PLASMA-INSULIN ASSAYS 


INSULIN-RESISTANCE has rather more possible causes 
than diabetes itself. Resistance may be noted during 
diabetic ketosis or (in the absence of ketosis) in association 
with allergic manifestations or immune reactions, infec- 
tions, non-ketotic acidosis, and endocrinopathies such as 
Cushing’s syndrome and acromegaly. Resistance to exo- 
genous insulin may also be found in non-diabetics, such 
as mentally ill patients given insulin-shock treatment. 
The mechanisin of resistance in any one case is often hard 
to understand and to investigate, though there have been 
notable recent advances in laboratory techniques to 
apply to this problem. We reviewed the immunological 
approach last year,? and the paper by Dr. Baird and 
Dr. Bornstein on p. 1111 of this issue represents the most 
recent advance in the technique of measuring ‘“‘ insulin 
activity ’’ and insulin antagonists in the plasma. The 
presence of such antagonists in the plasma has been 
inferred ever since it became known that, after pancrea- 
tectomy, patients needed no more than 30-50 units of 
insulin a day to control their diabetes,* though the insulin 
requirement of many “ ordinary”’ diabetics is much 
greater than this. 

The nature of these insulin antagonists has not~been 
established, but it is apparent that they are of more 


4. Ulstrup, J. C., Neess, Chr. J. Oslo City Hosp. 1957, 7, 33. 
2. Lancet, 1956, ii, 452. 
3. Goldner M. G., Clark, D. E. 
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types than one ; some have a very protracted effect,* and 
(as Dr. Baird and Dr. Bornstein found) some are stable 
to heat and to extraction procedures, whereas others are 
labile to such procedures. Their presence in plasma has 
greatly complicated the task of measuring insulin levels 
in blood ; for it is a resultant of the action of insulin and 
of insulin antagonists that is measured by the two main 
methods of insulin assay—the rat hemidiaphragm 
method, in which glucose utilisation® or glycogen deposi- 
tion * is measured in vitro, and the method of following 
the change in the blood-sugar of alloxan-diabetic, hypo- 
physectomised, adrenalectomised rats after they have 
received injections of standard doses of insulin or of a 
test plasma.” Such rats have proved too fickle for satis- 
factory insulin bioassays, and most effort is now being 
expended on the rat hemidiaphragm method. Stadie 
et al.* used this method and radioactive insulin to study 
insulin binding. They found that insulin, labelled with 
either "I or *°S, was firmly fixed by rat diaphragm after 
a short exposure, and despite many subsequent washings ; 
and that the activity of the bound insulin was affected 
by other hormones such as those of the anterior pituitary.® 
Accordingly isotopes were used to differentiate an effect 
on insulin-binding from one on the hypoglycemic action 
of insulin. In the application of the rat diaphragm method 
to assays of ‘“‘ insulin ’’ in blood, there is good evidence 
that insulin is indeed being measured ; but the evidence 
cannot be accepted as conclusive, in view of Randle’s.!° 
work showing the effect of growth hormone on this 
system. Groen et al.® have shown that in dogs the 
‘* plasma-insulin ’’ activity disappears after pancreatec- 
tomy, and that cysteine and glutathione, which inactivate 
insulin, also inactivate the hypoglycemic material in 
plasma. At least two proved cases of $-cell tumours of 
the pancreas have been shown to have high ‘‘ plasma- 
insulin ’’ activity,514 and an increase in the ‘‘ plasma- 
insulin ’’ of a normal fasting man has been measured in 
blood withdrawn a few minutes after insulin had been 
administered.? 

Baird and Bornstein now report a real advance in their 
work on the separation of the ‘‘insulin”’ fraction of 
plasma from the insulin-antagonistic one by extraction. 
By their results in patients they have confirmed the 
separation of diabetics into those with available plasma- 
insulin and those without (the juvenile diabetics).* 
Plasma extract from a woman aged 29 who was admitted 
to hospital in diabetic coma had insulin activity, but this 
was masked in the whole plasma by an insulin antagonist 
demonstrated in the residue of the extraction procedure. 
Such masking of insulin activity in the plasma by 
inhibitor substances was demonstrated in 3 other patients 
with diabetic ketosis, and confirms the findings of two 
other groups of workers.1!1% Baird and Bornstein’s 
results in normal non-diabetic persons indicate that even 
in them there is a balance in the crude plasma between the 
effects of insulin and those of its antagonists. A relative 
excess of the antagonists, whatever they may be, could 
account for the high insulin requirement of some non- 
ketotic diabetics. 

Dr. A. G. MAITLAND-JONES, consulting physician to 
the children’s department of the London Hospital, has 
lost his life while fishing on the river Usk. 


4. Bornstein, J., Lawrence, R. D. Brit. med. J. 1951, i, 732. 
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J. R. J. clin. Invest. 1952, 31, 97. 
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CONSULTANTS AND SENIOR REGISTRARS 
THE PRESENT AND THE FUTURE 


Tue number and distribution of consultants is causing 
anxious questions in the minds of medical administrators, 
whose quite recent assessments of needs have been 
confounded by the rapid but uneven march of medical 
progress ; of some of the consultants themselves, who are 
in danger of being under-employed because of this 
progress ; of 8.H.M.O.s, whose claim to better status is 
once more under review ; and of senior registrars, whose 
difficulties in making the leap into consultant status 
are well known. 4 

How effectively, in fact, are the specialist services 
meeting needs, and should these services be substantially 
expanded or modified to meet today’s demands, which 
differ from those of even a decade ago? Inquiry in 
various hospital regions suggests that there are more 
or less enough beds for the acute sick, though the 
beds are not always in the place, or in the specialty, 
where they are needed; that patients found to need 
immediate inpatient treatment receive this without 
delay ; and that the delay in seeing new outpatients 
is causing more concern than the delay in securing their 
admission. There seems at present to be no prospect of 
the appointment of many additional consultants, but 
the argument for recognising a new grade of ‘ re” 
is increasingly difficult to refute. 


Hospital Buildings and Beds 


If it is true that there are more or less enough beds 
for the acute sick,! two important reservations must 
be made. The first is that out-of-date hospital buildings 
must be replaced; and the second that beds must be 
redistributed in the places and the specialties where 
the need is greatest. 

Buildings 

With the long-continued restriction on capital expendi- 
ture, some hospitals in which the acute sick are treated 
(and which even in 1939 were unfit for this purpose) 
have never been brought up to date. These hospitals, 
which include some former poor-law institutions, urgently 
need to be partly or completely replaced. Roughly 
speaking, from scratch a new “ acute’’ hospital can 
nowadays be built at a cost of £5000 a bed, and a new 
block at a cost of £3000 a bed ; but an outdated building 
can often be made serviceable for some years at a cost 
of about £1000 a bed. The price of putting up a new 
block represents only four years’ maintenance costs 
at £15 a bed per week; and, on the ground that we 
must spend more in order to spend less, it seems clear 
that an extensive building programme should no longer 
be delayed. The provision of suitable modern buildings 
bears closely on the number of consultants who can 
usefully be employed; for the appointment of addi- 
tional consultants is commonly prevented by the lack, 
in old buildings, of physical resources (operating-theatres, 
pathology laboratories); and the consultant establish- 
ments cannot everywhere be brought up to the required 
level until these capital developments have been made. 


Redistribution of Beds 

In almost every region hospital beds are not distributed 
in accordance with present-day needs. Often, owing 
partly to the dual origin of our hospitals, beds are too 
scattered (in one medium-sized town in the North a 
physician has beds in four different hospitals); beds 
may not be in the places where they are most needed 
(namely, the new towns and the towns which have 
grown most extensively) ; ; and beds are not _always 


1. See Studies ae Functions and Design of Hospitals. London, 
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distributed between specialties according to demand. 
In the past ten years the pressure on beds for the tuber- 
culous has declined sharply, and that on beds for patients 
with infectious diseases has continued to fall; and 
there is now much less call than formerly on beds for 
children. These changes are not yet fully reflected in the 
division of beds between the different departments. 


The Consultant’s Work 


Several ill-defined factors govern the amount of work 
a consultant can undertake; and the sufficiency of 
establishments can be gauged by no single test. 

A consultant with a maximum part-time contract 
may put in 40 hours’ work a week instead of his agreed 
31'/,; and a review in one region has shown that some 
90% of consultants do in fact work substantially longer 
than their contract requires. Such people get through 
more work than their agreed number of sessions would 
suggest. Then again, the amount of work that can be 
done depends on distances to be travelled and the number 
of hospitals to be visited, on codperation with colleagues 
and help from registrars. and on associated activities 
(a consultant on a regional board or management 
committee may need extra help during his tenure). 


Beds 

For a physician or surgeon working maximum part- 
time, a convenient dividing-line is the 40-bed mark, with, 
say, three outpatient sessions a week. By this far from 
accurate criterion, it seems that not many in the South 
are overburdened. A few have substantially more than 
40 beds; but these had such a number before the start 
of the service and, being well supported by registrars, are 
reluctant to forgo any now. In the North, on the other 
hand, it is commoner for clinicians to have beds in excess 
of 40. But here, as in the South, there is no opening for 
many new appointments if new consultants are to have 
charge of as many beds as do their established colleagues. 
Waiting-lists 

The extent to which a consultant is meeting the demand 
on him is commenly measured by the waiting-list. Yet 
a waiting-list is a worthless guide without knowledge of 
the hospital and the consultant. 

In one hospital a waiting-list may be regarded as a 
disgrace ; and its surgeon may almost abolish his list by 
making full use of the operating-theatres in outlying 
hospitals and (if a spirit of codperation prevails) by 
borrowing beds from his colleagues and holding evening 
operating sessions. His colleague up the road, on the 
other hand, may all the time be adding diligently to his 
waiting-list, in order to underline his claim for extra help. 
At one hospital no patient’s name may be put on the 
waiting-list unless there is a reasonable chance of his 
being admitted within a couple of months ; at its neigh- 
bour names may be entered on the list without regard 
for the likelihood of the patient being sent for in the next 
few years. Hospitals with long waiting-lists might have 
still longer ones if general practitioners had not wearied 
of seeing their patients wait and so begun to send new 
cases elsewhere. Most waiting-lists are inflated by per- 
haps 20-25%, and a further 10% or so of patients may 
be expected to refuse admission when the time comes.? 
Nevertheless when full account is taken of local conditions, 
as in the careful study by Professor Grundy and his 
colleagues,? waiting-lists are useful indicators. 

Grundy et al. found that in Cardiff at the end of 1954 
four departments accounted for 93% of the patients who 
had waited two years for admission, These departments 
were orthopedics, gynecology, general surgery, and 
urology. In other regions, too,’ these departments, 
together with those of the other “ regional ”’ specialties 
(plastic surgery, neurosurgery) have long lists, and it will 
2A ene of Hospital Waiting Lists in Cardiff: a repo: repared 
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be noted that each of these specialties requires an 
operating-theatre. The lists tend on the whole to be 
longer in the north than in the south of England. In the 
larger specialties, except possibly orthopzdic surgery and 
gynecology, the lists are beginning to come down, and 
there is no delay in admitting patients who are in pressing 
need of treatment. But the delay suffered by the remain- 
der, although it may not threaten lives, may prevent 
the patients from working fully and cause distress. 
Grundy et al., for instance, found that in a group of 
patients who were interviewed at home and most of 
whom had been over a year on a waiting-list, 21% hada 
medico-social problem associated with the waiting period. 
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Outpatients 

The pressure on outpatient departments continues 
to grow at much the same rate, partly no doubt 
owing to the growing resources for treating patients 
without admission to hospital, and partly owing to the 
ever-increasing complexity of medical practice which 
calls more and more often for reference to hospital. In 
the outpatient department clinicians are heavily weighed 
down—including those (such as many physicians) who 
have no great cares with their waiting-list. One physician 
in the Midlands owns regretfully that, despite his best 
endeavours, new patients rated by their doctors as urgent 
cases must wait for 3 weeks before their appointment 
falls due, while the remainder must wait 16 weeks. 
Delay, though often less severe, seems to be the rule in 
nearly every other clinical field, and is causing more 
general concern than delays in admission from the 
waiting-list. 

Openings for Consultants 

Senior registrars in general medicine, general surgery, 
and obstetrics and gynecology are having the utmost 
difficulty in securing a consultant post, because vacancies 
are few. For a consultant appointment in medicine 50 
or 60 candidates may apply, for one in surgery 45 or 50, 
and for one in obstetrics and gynzecology 35 or 40. Com- 
petition is fierce in some of the smaller specialties, such 
as orthopedic surgery, plastic surgery, and neurosurgery ; 
but it is never as massive as in the three main fields. 

The number of senior registrars who have completed 
four years’ training varies greatly between different 
regions. Whereas in some regions there are none or hardly 
any, in at least one there are a dozen in the three 
main branches (general medicine, general surgery, and 
obstetrics) to say nothing of the people who are holding 
research posts but hope to get consultant appointments 
later. In one region it has been suggested that the 
senior registrars should be dismissed on the grounds that 
the younger generation, trained since 1945, can no longer 
be denied their opportunity, and that the remaining older 
men are never likely to secure a consultant post since 
they have applied again and again without being short- 
listed more than once or twice. This does not exclude the 
possibility that such men are good enough to become 
consultants: it simply suggests that, against the weight of 
exceptional competition, they may not gain advancement. 

Indeed what evidence there is suggests that the 
majority of these doctors are fully fit to be consultants. 
In the region with a dozen who have passed the four- 
year mark a committee was set up to examine dis- 
passionately their claims to a consultant’s competence. 
This committee, working with the help of senior uni- 
versity teachers, each of whom has a very high standard, 
found that anyhow ten of the twelve are suitable for 
a consultant post. 


Replacement a 

In the three main fields the openings consequent on 
death or retirement may be even fewer’ in the coming 
years than published figures‘ indicate; for, as the 


3. Newcastle Regional] Hospital Board: 7th report, to March 31, 
p. 11. 


1956 ; 


RECONSTRUCTION 





[JUNE 1, 1957 


demand on some of the other specialties shrinks, their 
exponents will tend to revert to the main fields. The 
specialist in tuberculosis is turning to other diseases 
of the chest, thus diminishing the calls on the general 
physician; and specialists in infectious diseases and 
venereal diseases, in which the work has decreased, may 
go back to general medicine. To a lesser extent the same 
process may declare itself in surgery. For instance, owing 
to the decline in tuberculosis, some thoracic surgeons 
are now more lightly employed ; and, since the transi- 
tion to cardiac surgery is sometimes denied to them, 
they are tending to turn (quite gladly in the case of the 
older men, who received a general training) to general 
surgery. 

Eapansion 

Expansion offers slight but ill-defined hopes. Some 
regions, including a few which started with a good 
complement of consultants, increased the numper of 
these rapidly after the appointed day; and now they 
need no more than one or two in each of the main fields. 
At the other extreme is a region which began with too 
few consultants and is still seeking to expand their 
numbers at the rate of about twelve a year—though 
it does not always succeed in this. 

The speed of expansion is regulated by four principal 
factors: physical resources, the Ministry of Health, 
money, and the availability of suitable candidates. 

Physical resources.—Obviously it is no use appointing 
a surgeon who will have no operating-theatre, a physician 
who will have no outpatient facilities, or a pathologist 
who will have no laboratory. At a rough estimate, it 
seems that about half the planned increase in consultants 
is held up by lack of such resources. 

Ministry of Health.—The proposal for each new post 
has to be approved by a Ministry of Health committee, 
which includes representatives of the Joint Consultants 
Committee. This seems to exercise its powers temper- 
ately in order to secure not only a sound use of money 
but also the best distribution of scarce skills: thus 
an application from a regional board in thé south of 
England for an additional radiologist may be refused 
on the ground that the North has a greater need of 
radiologists, who will not go there if they have the 
option of settling in the South. But the committee 
cannot be acquitted of unwisdom: at least two boards 
have been told that their proposal to set up a new post 
was turned down because the board would be unable 
to find a suitable person to fill it—an affront to the board’s 
ability to decide when to leave a post unfilled. 

Money.—The experience with money differs between 
different parts of the country.. In one region the need 
is mainly for consultants in specialties where candi- 
dates are few and not always good; and the board 
has decided not to allocate more money to make addi- 
tional appointments until the quality of candidates 
improves. In another region, where the number of 
consultants is growing year by year, money seems to 
be no serious obstacle. In a third region money seoms 
to be a very real obstacle. 

A board budgets for increased consultant staff by including 
the cost under developments in its revenue estimate. <A 
board that is granted less money under this heading than it 
has applied for must decide which development to forgo ; 
and in this one region where money is a main difficulty it 
is thought that expansion might proceed more certainly if 
the estimate for consultants formed a separate category 
from which the money could not be transferred to another 
heading, 


The candidates.—Candidates are few and opportunities 
relatively many in anesthetics, psychiatry, radiology, 
otology, ophthalmology, and to a lesser extent patho- 
logy ; and the prospects seem bright, too, for the medical 
4. Consultant and other specialist staff in hospitals. See Lancet, 

April 13, 1957, p. 785. 
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biochemist. Not uncommonly a selection committee, 
seeking to appoint an anesthetist, interviews only two 
candidates, aged about 29, who have been senior 
registrars for eighteen months or so. In anesthetics, 
psychiatry,.and less usually the other subjects where 
there are few candidates, a vacancy may not be filled. 

Especially in regions with a largely rural population, 
additional posts of two special sorts may be useful : 

1. The first is that of “locum *’ consultant. In one region 
there is need in several specialties for one consultant who 
would ordinarily be based on a central hospital but would 
spend most of his time filling gaps during holidays 
or illness—particularly of isolated consultants. The peri- 
patetic life would be somewhat tiresome and tiring, and 
no doubt those appointed to such posts would be given a 
settled place of work after a few years. (“‘ Locum”’ surgeons 
are already working in one or two regions). 

2. The second sort of appointment is that of a surgeon 
for emergencies in outlying parts, who works at a general- 
practitioner hospital and holds a joint appointment with the 
regional board and as general practitioner. This is a con- 
troversial solution, for some surgeons favour centralising 
all surgery, and some medical administrators favour dis- 
banding general-practitioner hospitals. Though in at least 
one region such joint appointments exist there is difficulty 
in filling vacancies as they arise. The regional board requires 
the candidate to have adequate experience in general surgery 
and the care of fractures, whereas the Medical Practices 
Committee are concerned to secure a candidate suitable for 
general practice. There is no method whereby they can make 
a joint appointment. 


Of course if consultants worked only as long as their 
contracts demand, their ranks would necessarily have to 
be swollen in some regions by up to a fifth ; but, for the 
doctor, working to rule would be an alien act which he 
could not long sustain even if he tried. 

Opportunities for expansion according to need are to 
some extent curtailed by the permanency of a consul- 
tant’s tenure. In one small region a dozen consultants 
hold posts which, so far as the work is concerned, could 
be curtailed or terminated. But here and elsewhere 
boards realise that they are morally obliged to retain 
such posts throughout the working life of their holders. 


A New Grade ? 


The plight cf senior registrars in the main subjects 
causes concern on two grounds. The first of these is 
personal. They have committed themselves without 
reserve to hospital work, believing (as indeed their appoint- 
ment implied) that they would have a fair chance of 
advancement. Many have not yet had this chance ; and 
they find difficulty in transferring to another field, such 
as general practice. (In one region it was found last year 
that the 49 senior registrars who had completed their 
appointments, in the teaching hospital or a non-teaching 
hospital, between the beginning of 1951 and the autumn 
of 1955, were engaged as follows: consultants, 14; 
8.H.M.O.8 [including 6 in chest diseases], 12; university 
teachers, 9; specialists overseas, 5; in the Forces, 1 ; 
senior registrars or registrars elsewhere, 5; general 
practitioners, 3.) The second reason for concern about 
these senior registrars is that the hospitals can ill afford 
to lose their help. 

Personal distress might be abated and the loss to the 
hospital service averted by setting up a new grade—that 
of “‘ specialist ’—to include those who have completed 
a specialised training and are doing responsible specialised 
work but have not yet been appointed consultants. The 
posts held by specialists would be designated assistant 
physician, assistant surgeon, assistant pathologist, &c. ; 
and though the assistant physician might have charge of 
beds he would do so under the general supervision of a 
consultant, of whose department or team he would be a 
member. Consultant posts would be filled mainly from 
the ranks of specialists; but the range of remuneration 
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of specialists would be such that after long years of service 
the senior members of this grade could earn substantially 
more than younger men lately appointed consultant. 

On this plan the title of physician, surgeon, and path- 
ologist would once more be used only by consultants. 
Both “ specialist ’’ and “‘ consultant ’’ would be recognised 
as purely administrative terms, denoting a service grade ; 
and consultants would discontinue the new and invidious 
practice by which they have begun to attach it to 
hospital appointments. The proper designation would 
be physician, surgeon, pathologist, &c., to the hos- 
pital, and (for specialists) assistant physician, surgeon, 
pathologist, &c. 

The specialists would be valuable in several ways— 
notably by seeing outpatients, by treating inpatients 
in the less well-staffed peripheral hospitals, by under- 
taking domiciliary consultations, and (especially in general 
surgery and gynecology) by taking on some of the load 
of operating. In the outpatient department they would 
be better able than registrars to say ‘‘ Don’t come 
back—report to your own doctor—lI’ll write to him about 
you’’; and in this way they could help to relieve present 
congestion caused by patients attending hospital long 
after they could and should have been referred back 
to the géneral practitioner. 

Outpatients.—A new balance is developing, in which the 
demand on outpatient services is growing while the 
increased turnover of hospital beds is more than keeping 
pace with demand. Economy and efficiency would be 
fostered by encouraging this growth, so that the patient is 
seen more promptly than at present, a close liaison is 
formed with the general practitioner, enabling him to treat 
at home patients who must otherwise be admitted, and 
patients who are to be admitted are first investigated as 
fully as possible as outpatients. But in many areas con- 
sultants are barely keeping pace with present calls on them 
in the outpatient department ; and the appointment of 
further consultants, on level terms with their colleagues, 
is hardly possible since the 20-40 beds that those newly 
appointed would expect could rarely be found. 

Work in peripheral (non-teaching) hospitals.—Soon 
senior registrars may almost disappear from non-teach- 
ing hospitals, where already their numbers are diminish- 
ing. Much of their work cannot be taken over by 
registrars; and anyhow not all registrars in these 
hospitals are of the first grade. Accordingly consultants 
in these hospitals increasingly have to undertake work 
which could suitably be done by a junior colleague. 

Domiciliary consultations.—The system of domiciliary 
consultations is abused hardly at all, and in most regions 
it seems to be agreed that these consultations should be 
encouraged. But teaching-hospital staff on the one hand, 
and the more senior non-teaching consultants on the 
other, normally take little part in such consultations ; 
and here additional help would be welcome. 

The proposed new grade, though for the majority a 
stage in advancement, could be held permanently by a 
minority, with great advantage to the hospital service. 
In the main clinical subjects there is no half-way stage 
between a senior registrarship and a consultant post. In 
this army there are only cadets and colonels. Those 
content to be captains—who wish to work always in 
hospital but without necessarily the ambition to be a 
consultant—are denied the opporturity. Such doctors 
were once an invaluable stable element in the best 
local-authority hospital services ; and fortunately their 
breed is not extinct. 


Opposition 

This new grade will not be set up without opposition. 
Some fear that it will foster an unhealthy hierarchical 
trend. Against this, those who before the start of the 
National Health Service were assistant chiefs seem to have 
had no special complaints ; and in the National Health 
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Service the North West Metropolitan Regional Hospital 
Board five years ago appointed assistant consultant 
physicians and surgeons who seem to be working 
contentedly. They are, however, paid as consultants. 

Secondly, consultants may fear that their junior 
colleagues will take an unduly large share of private 
practice. This fear could be stilled by making the junior 
appointment whole-time for the first five years, as has 
been done in the North-West Metropolitan region. 

Finally, some are alarmed that specialists may be used 
to ‘‘dilute’’ the ranks of consultants proper. Objec- 
tions of this sort come more familiarly from trade- 
unionists; but the representatives of the profession are 
well able to ward off the hazard if it exists, just as 
they have ensured that the s.H.M.o. appointments are 
not misused. 

Training of Consultants 


In nearly all regions boards are doing what they 
can to avoid any recurrence of the present situation, 
in which many fully trained senior registrars remain 
unappointed to senior posts. 

Of these doctors a high proportion have been in a 
peripheral hospital, working under a single chief, for 
four or five years. No doubt when they have applied 
for a consultant post this has counted against them ; 
for it is widely believed that a trainee will learn as much 
as he can from a single consultant in two or at the most 
three years. 

At one teaching hospital registrars are enabled to work 
part-time for two years, during which they gain the post- 
graduate diploma in their subject. After that they are refused 
a further appointment in the region. The trainees, whose 
subsequent records have been excellent, have clearly gained 
from their forced transfer, while thereby the region has 
unselfishly denied itself some good men. 


One senior physician has given this advice to senior 
registrars: ‘‘ Never leave your teaching hospital ; 
get your visit to the States over early ; and be on the 
spot in your third and fourth training years, to miss 
no chance of a post.’’ In psychiatry the trainee may have 
no option but to work in a peripheral hospital, but 
consultant posts are plentiful. In surgery, if he confines 
himself to a teaching hospital he will be missing valuable 
experience, though in this and other subjects he should 
begin and end his training in the teaching hospital. By 
beginning there he may hope to gain a critical attitude ; 
by continuing in a non-teaching hospital he will gain 
practical experience ; and by reverting at the end toa 
teaching hospital he will gain polish and (as one physician 
shrewdly remarks) a good address from which to apply for 
consultant posts. There are two serious objections to the 
senior registrar staying long at the periphery: one 
is that he may come to be regarded as another “ pair 
of hands ’’ instead of as a trainee and a valuable link 
with the teaching hospital; and the other is the denial 
of association with his contemporaries. In a teaching 
hospital the senior registrar wins ap ‘ncaleulable advan- 
tage from association with his peers, by mind being 
sharpened on mind through discussion and criticism. 

The time may come when the teaching hospitals 
will have to send their senior registrars to the periphery 
to gain general experience; for these hospitals are 
tending more and more to comprise a series of highly 
specialised units, which give no complete experience ; 
and the upgrading of peripheral hospitals is tending to 
emphasise this trend, for commonly the public has 
responded by showing no inclination to travel further 
than the local hospital. (This has led one regional board 
to refrain deliberately from upgrading hospitals in an 
area fairly close to the teaching hospital, lest this bese all 
its general work.) 

Meanwhile regional boards seem to be adopting one 
of two courses—namely, either curtailing senior-registrar 
appointments or continuing them through an appoint- 
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ments scheme operated jointly with the teaching hos- 
pital. In some regions such a scheme is being applied 
to all specialties, in others to some only. In at least 
one region the scheme seems to be operating satis- 
factorily ; and the teaching hospital is obtaining flats 
for its senior registrars who go to the periphery. Else- 
where joint schemes have run into difficulties: senior 
registrars appointed to the teaching hospital have often 
been reluctant to move house and go to a distant hos- 
pital ; the peripheral hospitals have sometimes concluded 
that they have been ‘“‘ sold a pup’’; and in some cases 
the teaching-hospital representatives have apparently 
not had full confidence in the consultants at the non- 
teaching hospitals under whom the holders of joint 
appointments were to work. 

Possibly such difficulties as these could be smoothed 
out if in every region there was a postgraduate dean, 
who would ensure that the trainees have time for thought 
and research, and would also have the invidious task 
of selecting consultants in the non-teaching hdspitals 
whose departments would be approved for senior 
registrars. Elsewhere in the periphery, senior registrar- 
ships would be discontinued. Meanwhile in every region 
there is determination to detect more promptly the 
senior registrar who is unlikely to gain advancement. 

As things stand, the senior registrar whose training 
has been gained mostly in a teaching hospital—especially 
if this has included training at one of the London post- 
graduate institutes—has a clear advantage over the 
one whose experience has been gained predominantly 
in a non-teaching hospital. (Of ten physicians appointed 
in one region since 1948, nine came from a teaching 
hospital.) Yet in more than one region those concerned 
with appointments are seeking to make these more 
general than they would have been a year ago—in, 
for example, general surgery with orthopedics and in 
general medicine with geriatrics. This trend, if it 
developed, might favour the peripheral hospital as a 
postgraduate training-ground. 


Public Health 


TUBERCULOSIS AMONG THE RESIDENTS 
OF HOSTELS AND LODGING-HOUSES IN 
LONDON 


KENNETH MARSH 
D.M. Oxfd 
CONSULTANT PHYSICIAN, CHEST CLINIC, CAMBERWELL 


In every big city, accommodation for the solitary 
working-man varies from well-organised hostels to the 
worst type of “flop house.’’ London is no exception, 
and it is my purpose to call attention to the residents 
in the various types of accommodation and to emphasise 
that the high prevalence of tuberculosis among them 
constitutes a major public-health hazard. 

Rowton Houses, of which there are six in London, 
are working-men’s hostels, run by a public company. 
About 5200 beds, all in cubicles, are available each night. 
The Salvation Army maintains eleven hostels and has 
about 2750 beds, while the Church Army has six major 
hostels with about 800 beds. There are, in addition, 
many licensed lodging-houses, hostels for seamen and 
men from the Services, and a few lodging-houses run 
by charitable trusts, as well as the lodging-houses and 
reception-centres administered by the London County 
Couneil. In all it is estimated that there are about 13,000 
beds nightly available for men in London. 

There is an undoubted social scale which the residents 
ascend or descend, according to their economic circum- 
stances, from the reception-centre at the bottom to the 
Rowton Houses at the top. In the reception-centre 
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are the failures, the psychopaths, criminals, men from 
broken homes, and a large number of men (chiefly 
Irish) looking for work. In the Rowton Houses there is 
a large proportion of white-collar workers and men in 
regular employment who can afford to pay 28s. a week 
for the special rooms with running water (as distinct 
from the separate cubicle at 3s. a night), men moving 
from one building-site to another, and a much smaller 
proportion of psychopaths and failures as well as 
‘‘ remittance men.’’ About 4% are old-age pensioners. 
Very many men, especially in the reception-centres and 
poorer types of lodging-house, are kitchen porters and 
food-handlers. They do not get radiographed at work 
and they constitute a public-health hazard, often circulat- 
ing down to the south coast in the summer, and back to 
London, or other big cities, for the winter. On the 
way they may spend some time in gaol and thus infect 
a new, and younger, population. 

Most men in lodging-houses in the big cities live rough, 
and if their economic status is poor they are particularly 
liable to succumb to the more acute infections, especially 
pneumonia and acute bronchitis, and the older men 
suffer exacerbations of their pulmonary tuberculosis 
or get fresh infection. Among old-age pensioners who 
are barely able to exist on their pension, malnutrition, 
verging on hunger cdema, and beriberi are not 
uncommon. 


RESULTS OF MASS RADIOGRAPHY 


My attention was first called in 1953 to the problems 
of tuberculosis among this class of man when one of the 
gate-porters at the local reception-centre was found to 
have the disease. It was easy to arrange for the X-ray 
examination of other members of the staff, but very hard 
to get any of the residents to consent to examination. 
Latterly, with the codperation of the director of the mass- 
miniature-radiography (M.M.R.) unit, successful surveys 
have been carried out. In addition, the visiting medical 
officer is continually referring men from his daily sick 
parade for radiography of the chest, and many new cases 
are discovered in this way. 

In five surveys between October, 1954, and September, 
1956, 1200 men have had M.M.R. films and 47 new cases 
requiring treatment were found (39 per 1000) besides 
21 cases a known—an overall incidence of 56 
per 1000. A further 211 men were referred for examina- 
tion by the medical officer visiting the reception centre ; 
47 required treatment (222 per 1000) and 50 were already 
known, an overall incidence of 459 per 1000. 

Of the men in the reception-centre who were radio- 

aphed, 1125 gave their ages. 265 (23-5%) were aged 

5-44, 300 (26-83%) were aged 45-54, and 300 (26-85%) 

were aged 55-64. The proportion of cases in each age- 
group considered to need treatment were 26-4%, 53%, 
and 66-6 % respectively. 

These figures are much greater than the 1954 notifica- 
tion-rates for South-east England and London (25-44 
age-group 1-32 per 1000, 45-64 age-group 1-39 per 1000) 
and the prevalence of tuberculosis as found by the 
M.M.R. units in London (25-44 age-group 5-8 per 1000, 
45-64 age-group 11-2 per 1000). Because our figures were 
so startling it was decided to invite the codperation 
of chest physicians and directors of M.M.R. units in the 
Metropolitan area in finding cases in lodging-houses and 
similar institutions. Accordingly a meeting was held in 
January, 1956, at which it was agreed that each chest 
physician would try to obtain information from his local 
medical officer of health about the number of lodging- 
houses, of all sorts, in his area and the number of beds 
available. Attempts would then be made to survey the 
houses at fairly regular intervals and information on the 
cases discovered would be kept on a central register. 
This was considered very important because many men 
with tuberculosis were already known to be ‘‘ doing the 
rounds.’ If they were discovered in, say, St. Pancras, 
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there was little point in adding their names to the 
register as new cases when two days previously they 
had been receiving ambulant chemotherapy in White- 
chapel. It was also agreed that this information would 
be freely available for other chest physicians throughout 
the country who had to deal with men in lodging-houses. 
It was proposed that there should be a special ‘‘ national ”’ 
M.M.R. day when a survey of these houses should be 
made, but inquiry has shown that this migit be 
administratively rather difficult. 

The register has now been maintained for more than 
a year and an analysis of the 1560 cases shows that 
22-5% are aged 35-44, 32:4% aged 45-54, and 29-8% 
aged 55-64. 

The results of the M.M.R. surveys of lodging-houses and 
the like in South-east London have not been encouraging. 


In a three-week period a year ago, 571 persons, male 
and female, were examined and 14 (26 per 1000) were 
found who needed treatment—8 of them in one house 
where only 47 people were examined! 12 more needed 
occasional chest-clinic supervision and 7 were already 
known cases of tuberculosis—a total prevalence of 
57 per 1000. Similarly, in a recent survey of two Rowton 
Houses with a total bed complement of 2093, 329 men 
were radiographed—only 15%. 19 cases were discovered, 
an incidence of 57 per 1000, 6 (31%) aged 35-44, 7 
(36%) aged 45-54 and 3 (16%) aged 55-64. 

Two surveys of a lodging-house of 600 beds adminis- 
tered by the London County Council have been made. On 
the first occasion 150 M.M.R. films were taken and 13 men 
were found to be in need of treatment, besides 1 already 
known. On the second occasion 217 films were taken 
and 5 new men were found to be in need of treatment 
(but 1 refused it), and 4 already known cases, of whom 1 
was admitted to a sanatorium as a result of this survey, 
and 1 was considered to be in need of treatment. f 
a possible 1200 men only 367 (30-6 %) were radiographed ; 
18 new cases in need of treatment were found, an 
incidence of 49 per 1000 besides 5 already known, an 
overall incidence of 62 per 1000. 


The difficulty is to persuade the residents of the 
advantages of being radiographed. They offer innumer- 
able reasons against it: and it is doubtful if even cash 
inducements would make much difference. Experience, 
however, has shown that, if a man is admitted at once 
to hospital, when he is found on radiological evidence 
to have tuberculosis, he will stay for treatment. If 
he is out of work he is better off in hospital and has to 
do nothing to maintain that state. He may discharge 
himself, or be discharged if he gets drunk repeatedly, 
but the next time he is picked up he will stay longer 
and will often complete his treatment. Some are grateful 
for the chance to get well and start their lives afresh, 
and do so at the various rehabilitation centres. 

If such a high prevalence of disease is found among 
the men who are radiographed, what of the others who 
refuse ? These men are not radiographed at work, other- 
wise (in London at least) they would already be known 
to the local chest physicians. The kitchen porters use 
public transport and go to cafés for meals and pubs 
for the evening session: plenty of opportunity here for 
infection. 

WHAT MORE CAN BE DONE? 

Many things must be considered when this important 
problem is tackled. Spot surveys. by the M.M.R. units 
should be carried out in the evenings and especially at 
weekends, when the men are booking-in. Male clerks 
must help run the units because the men may be drunk 
and will probably be abusive. The local chest physician 
must be on the unit with the director and together they 
must see the miniature film and decide there and then 
if the man is to be admitted to hospital for investigation 
and confirmation of the diagnosis. A number of hospital 
beds must be held ready for such cases. 

If the director of the M.M.R. unit sees an abnormal 
film indicative of tuberculosis, he should notify that 
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case, and it should not be left to the chest physician or 
general practitioner alone to make the notification. 
Only in this way can an attempt be made to find the 
contacts of people with suspicious films who do not 
always return to their general practitioner or go to the 
chest clinic. 

It is also recommended that every man admitted to 
prison should have a routine chest radiograph, and the 
results should be sent to the chest physician of the area 
from which the man has come, as well as to the local 
chest physician. 

The advantages of treatment must be constantly 
emphasised, and if a man is on National Assistance, the 
financial and material advantage of declaring that he 
is tuberculous must also be made clear. It is hoped 
that very shortly it will be possible to set aside in the 
Rowton Houses accommodation for men known to 
have tuberculosis, and to make sure that if they are not 
at work, they get all the financial and material benefits 
from the Ministry of Pensions and National Insurance and 
the National Assistance Board, provided they accept 
treatment and remain under supervision. Close liaison 
will be essential between the superintendents of the 
houses, health visitors, National-Assistance-Board officers, 
and chest physicians. It should be possible, through the 
National-Assistance-Board officer, to pass on information 
about a man’s need for clinic supervision when he moves 
from one area to another. 

Though the problem is large, it can be tackled success- 
fully, but only by the fullest codperation, not only by 
the medical profession, but also by the various depart- 
ments in Government and local authority that are 
concerned with the welfare and health of these men. 

I am greatly indebted to Dr. J. M. Morgan, Director of 
the South East Metropolitan Regional Hospital Board 
M.M.R. unit, and to Dr. J. C. Hewetson, medical officer to the 
Camberwell Reception Centre, for their enthusiastic coépera- 
tion in this work, and to chest physicians throughout the 
country who have supplied me with information. 


TUBERCULOSIS CASE-FINDING IN A 
RECEPTION CENTRE 


Wittiam H. TatTERSALL 
M.A., M.D. Camb. 
SENIOR CHEST PHYSICIAN, BOURNEMOUTH AREA 


Tue crucial problem in the control of tuberculosis is 
to find all the unknown infectious cases lurking in the 
community. Tattersall (1957) found that, of 46 fatal 
cases of tuberculosis diagnosed between 1951 and 1956 
in a county borough, no fewer than 33 had died within a 
year of diagnosis. Any measure which will help toward 
the discovery of patients with pulmonary tuberculosis 
at a treatable stage, and before they have spread infec- 
tion, is vitally important for the control of the disease. 

Marsh (1955) first drew attention in this country to 
the advantage of looking for tuberculosis in reception 
centres. In a mass-radiography survey at the Camberwell 
reception centre (by far the largest in the country, 
housing about 300 persons a night), he found that no 
less than 7% of those examined had the disease. Several 
investigations have since been made in other reception 
centres, but the results have not been so remarkable. 

The total vagrant population of the country is uncer- 
tain, but between 1000 and 2000 persons are accommo- 
dated every night in about a hundred centres throughout 
the country (National Assistance Board 1956). Most 
centres accommodate small groups which are not suitable 
for mass-radiography survey. 


METHOD OF SURVEY 


The Bournemouth reception centre is within the 
curtilage of Christchurch Hospital. It is managed by the 
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corporation welfare department and accommodates about 
a dozen men each night. In the spring of 1956 arrange- 
ments were made to radiograph all the indigent way- 
farers visiting this centre. The superintendent of the 
centre welcomed the scheme; he knew that many men 
coming to sleep in the communal dormitory had cough 
and sputum and little idea of personal hygiene. It was 
left to his discretion to select up to 6 men each morning 
and to prevail on them to walk across the hospital grounds 
to the X-ray department. He had remarkably little 
difficulty ; the men who use these centres are subject to 
certain disciplinary control, and when section 18 of the 
National Assistance Act was quoted, all but 2 were 
persuaded to submit to chest radiography. 

Some of them departed without waiting for the film to 
be developed, and others were restive at any suggestion 
of further investigation. Hence, it was soon apparent 
that any man with an abnormal film had to be dealt with 
urgently. Otherwise the films were read routinely once 
a week, and if one showed evidence of tuberculosis which 
was probably inactive the superintendent of the centre 
was asked to refer him again if he should return in three 
or six months’ time. If the film showed anything more 
important and the man had moved on his name was put 
on the warning list. 

It may not be widely known that a very efficient scheme 
exists for circulating information throughout the country to 
National Assistance Board offices and reception centres to 
help to trace a wanted man. It takes about a fortnight for the 
relevant slip to be circulated, and, of course, a warning notice 
concerning a radiograph has no compulsory significance ; but 
it does make sure that when the man next enters a reception 
centre he will be firmly advised to attend the nearest chest 
clinic. 

At the first interview with a wayfarer whose film is 
abnormal, it has been found important to sustain a sense 
of urgency. Often the men do not clearly understand 
what is involved. Sometimes they are not very intelligent 
and suspect that they are being ‘‘ got at.’’ Often they are 
reluctant to accept medical advice. The ordinary medical 
history is commonly unreliable, and at this juncture one 
must act largely on the radiological evidence. Because 
he is destitute any patient whose radiological abnormality 
may prove significant must be admitted to hospital 
at once. Fortunately this has always been possible. 


RESULTS OF THE SURVEY 


In the ten months from May, 1956, to February, 1957, 
583 men submitted to X-ray examination, and 93 had 
abnormal films. Marked obliteration of the costophrenic 
angles and heavy calcified deposits were counted as 
abnormal, though some observers might accept them as 
normal. Of these radiological abnormalities, 88 were 
accepted as probably tuberculous in origin. In 32 the 
radiological appearance suggested active disease, but 8 
of these were lost sight of before their films were read. 
Their names were put on the warning list. The remaining 
24 were admitted for assessment. 

Of the 24, 15 had a positive sputum. 8 of these readily 
accepted hospital treatment. 3 absconded, but subsequently 
accepted readmission to continue their treatment. 2 more 
who absconded have been picked up through the warning-list 
procedure, and may have accepted readmission elsewhere. 
2 others absconded and are still lost sight of. Of the 9 with 
negative sputum or laryngeal swab cultures, 2 were discharged 
after observation as having probably inactive disease, 5 
absconded while still under observation but subsequently 
turned out to be culture-negative, 1 absconded though 
chemotherapy had been started on the clinical and radiological 
assessment before culture reports were to hand, and 1 is still 
in hospital receiving chemotherapy. 


12 of these 24 men said that their prevailing occupation 
was casual hotel work, and they had come to Bourne- 
mouth to seek this. It was therefore a useful public-health 
achievement to have discovered these cases. 
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The average age of men frequenting reception centres 
nowadays is lower than formerly. The average age in 
the sputum-positive cases was 44 (an age at which 
tuberculosis can be effectively treated). They are not all 
irresponsible vagabonds ; of the men admitted to hospital 
in this survey, only 5 appeared to be incorrigible strolling 
vagrants, and certainly 10 were rather simple labouring 
men seeking work. Although none of the patients in 
hospital has yet completed treatment, it appears likely 
that at least 5 will accept a full course of treatment with 
some hope of adequate rehabilitation in society 
afterwards. 

COMMENT 

This survey indicates a simple case-finding procedure 
in the population who have no settled abode. It is 
acknowledged that by no means all the vagrant popula- 
tion visit reception centres, and that a relatively high 
proportion of this nomadic section of the community does 
not readily settle down to a long period of inpatient treat- 
ment, but this is a challenge that must be met in the 
further control of the disease. Of 583 wayfarers at an 
average-sized centre, 32 (5-5%) have been found to have 
radiologically significant tuberculosis. No other special 
group of the community yields so high a proportion with 
tuberculosis. 

Mass-radiography is not the most appropriate technique 
in this field, because the day-to-day numbers involved 
are small. It would be better if a suitable number of 
wayfarers from reception centres could be radiographed 
each day at the nearest convenient hospital or. chest 
clinic. Local health authorities should supply transport 
where necessary as a measure of preventive medicine. 

If it can be assumed that the indigent wayfaring 
population comprises only a few thousands, and that it is 
not rapidly changing, it should be possible to radio- 
graph most of them within a year or so ; but until this is 
achieved there is a very substantial risk of close contact 
with open tuberculosis to any healthy person who sleeps 
in the communal dormitories of reception centres, even 
for a short period. 

The chief officer of welfare services, the medical officer of 
health, and the hospital management committee codperated 
in arranging for the radiographs. The South West Metro- 
politan Hospital Board and the chest physicians were helpful 
in arranging the admissions to various hospitals. 

——— 


Marsh, J. M. K. (1955) Lancet, ii, 113 

National er ee Roerd (1956) Report for the year ended 
Dec. 31, 1955. H.M. Stationery Office. 

Tattersall, W. H. (1957) J. R. Soc. Health, 77, 27. 


Influenza in the Far East 


In the past few weeks widespread epidemics of influenza 
have been reported from Malaya and Hong-Kong, 
and there has recently been evidence of spread to the 
mainland of China, the Philippines, and Hawaii. Both 
civilians and military personnel in these areas have been 
affected in large numbers. The disease has been generally 
mild, but some deaths have been reported. As this is 
the beginning of winter in the Southern hemisphere, 
there is a possibility of early spread, particularly to 
Australia. 

In Hong-Kong and in Singapore widespread epidemics 
were recorded during the second half of April. An 
extensive outbreak started at the end of April in Taiwan, 
where about 100,000 cases have occurred. During May 
about 800 cases, with 14 deaths, have been reported from 
Manila. A report from Singapore describes the illness 
as characterised by severe headache, general pains, and 
fever (101-103°F) for two or three days, followed by 
about four days’ disability. 

Practitioners called to persons who have lately arrived 
from these areas may wish to bear in mind the possibility 
of virus influenza. 

According to weekly epidemiological reports from the 
World Health Organisation most of the influenza viruses 
recovered in various parts of the world during the 
past year have been antigenically alike (resembling 
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A/Nederland/36/56 virus). But viruses isolated in 
Singapore from the present outbreak and studied in the 
Walter and Eliza Hall Institute, Melbourne, the Walter 
Reed Army Medical Centre, Washington, and the World 
Influenza Center, London, appear to be antigenically 
distinct from previous strains, although apparently 
influenza-A viruses.' It will be important to follow the 
present epidemic trend, because it may indicate what is in 
store for the Northern Hemisphere in the coming months. 


Poliomyelitis 
Uncorrected poliomyelitis notifications for the week 
ending May 18 (20th week of the year) were as follows 
(previous week in parentheses): paralytic 48 (39), 
non-paralytic 18 (30), total 66 (69). The total number 
of cases this year up to and including the 20th week is 
891, the highest recorded in the years 1948-57. 


School Medical Inspection Refused 

On May 24 at a magistrates’ court a father was fined 
£2 after pleading guilty to failing to submit two of his 
daughters to routine medical examinations at school.? 
Last July he was fined £4 on summonses in respect of 
all his four children. He told the Bench that after 
notice of the school medical inspections had been served 
on him by the education authorities he had taken his 
children ‘to his family doctor, who had examined them. 
He had sent the doctor’s certificate to a representative 
of the authority. Asked by the chairman of the Bench 
why he would not let his daughters be examined at 
school, he:is reported to have replied “‘ I like to bring 
my children up my own way. I prefer to have them 
examined by my own family doctor.” 


Special Articles 


SMOKING HABITS OF SCHOOLBOYS * 


Ronatp W. RavEN 
O.B.E., T.D., F.R.C.S. 
SURGEON TO THE WESTMINSTER HOSPITAL TEACHING GROUP, 
AND TO THE ROXAL MARSDEN HOSPITAL, LONDON 

THE close connection between smoking tobacco and 
certain varieties of lung cancer has been conclusively 
demonstrated. An endeavour should be made to dissuade 
young people from starting to smoke, and for this 
purpose it is necessary to know more about their smoking 
habits. 

I summarise here the information kindly supplied 
by the heads of 141 schools in thirteen counties of 
England. (5 preparatory schools, 60 secondary schools, 
54 grammar. schools, 19 boys’ public schools, and 3 
girls’ public schools.) 

No further mention need be made of the preparatory 
schools; for the boys leave at 13-14 years, and the 
headmasters said that the question of smoking did not 
arise there. Three of them, however, thought that their 
boys should be given facts about the harm done by 
smoking. 

SECONDARY SCHOOLS 

One headmaster reported that about 80% of his 
381 boys have had their first cigarette by the age of 
12, and many then stop until the age of 14. Another 
said that, if the habit starts as early as at 8 years it 
can be stopped ; but at 13 or over it is difficult to over- 
come without the codperation of parents. Early smokers 
are usually boys in ‘‘ B”’ and ‘‘ C”’ streams, who, being 
undistinguished scholastically, want to assert them- 
selves otherwise. 

Regular Smoking.—In some schopls in poor areas, 
many boys smoke at 9 and 10. One headmaster said 
that in a poor district it is always possible to find boys 

Times, May 24, 1957. 

3 Evening Standard, May 24, 1957. 

* A small part of the data from this survey was included in a 
lecture to the Royal Society for the Promotion of Health 
on April 3, 1957, and subsequently published in the 
Medical Officer. 
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TABLE I—SMOKING AMONG BOYS AGED 15-16 


Cigarettes smoked weekly 
Length of time since 
first cigarette (yr.) 





0 |1-5 6-10) 11-20 21-30); 31 | Total 
(Non-smokers) oe | 3 23 
0- a és peed OO 3 1 16 
1 7 2 1 10 
2 7 2 1 10 
3 3 1 1 1 6 
4+ 1 1 1 1 1 
5 1 1 
6 1 1 


Total .. viele er at & Pe oe 


who smoke at 11-12, with increasing numbers in each 
succeeding year. The more “inveterate addicts ”’ 
are found at 13-15. Another headmaster thought that 
the proportion of regular smokers is growing, and. that 
at 14 half the boys are confirmed smokers; but in 
another school not more than 5% were thought to be 
smoking habitually by the age of 15. 

In a survey of 80 boys aged 14-15, 33 did not smoke. Of 
the smokers, 1 who had started at 15 smoked two cigarettes 
a week ; those who had started at 14 or 13 smoked seven, 
on the average; those who had started at 12 smoked ten ; 
and those who had started at 11 smoked twenty-three. More 
detailed figures of another group are shown in table 1. 


In a school in a semi-rural area, smoking was less 
than average—certainly less than the headmaster had 
seen in schools in industrial areas. 


Reasons for Smoking.—Many headmasters regarded 
smoking as a gesture of independence, a sign of emancipa- 
tion and of maturity. Unhappy tough boys often smoke 
and others follow their example. Others learn the habit 
from parents or older friends, or in youth clubs or cadet 
organisations. Many boys at school do part-time work 
and have money to spend on cigarettes; sometimes 
parents give boys money with which to buy cigarettes. 
Many headmasters said that boys smoked with the full 
consent of their parents, and others called attention 
to the lack of parental control and bad home conditions 
in certain areas. 

Effects of Smoking.—Few headmasters commented on 
the effects of smoking. One said that more than half 
the smokers in his school agreed that the habit was 
harmful but were vague about the effects, the footballers 
and .athletes who smoke or have smoked irregularly 
were equally divided on whether it affected their wind 
or speed. In a school which is keen on swimming the 
headmaster reported that, when teachers noticed that 
a good swimmer begins to lose form and drop out of 
competitions, they often find that he has been smoking. 
No outstanding swimmer can maintain his place when 
he begins to smoke regularly. 


Methods of Combating the Habit—An example from 
teachers and adults (especially parents) is essential. 
School rules against smoking are hard to maintain 
if parents do not codperate. Before the leaving-age was 
raised, one headmaster used to cane boys with stained 
fingers, but such evidence is widely prevalent now. 
Of 60 headmasters, 54 were in favour of giving boys 
factual information about the harmful effects of 
cigarette-smoking. This was done already in some 


TABLE II—SMOKING-HABITS IN BOYS AGED 15-18 


Average no. of 





Age No. of No. of non- cigarettes 
smokers smokers smoked 
per week 
15 28 6 14 
16 41 5 r 19 
17 21 0 30 
18 8 2 19 


ARTICLES 





[JUNE 1, 1957 





schools, and in one of them there were few smokers. 
Many headmasters thought that the subject could be 
introduced during instruction in hygiene, biology, or 
other science lessons for the boys in upper forms. A 
few favoured instruction of the younger boys; one 
thought it could not be started too early. Some pointed 
out the value of films, charts, and posters. It was 
suggested that lectures could be given with good effect 
by visitors to the schools, including doctors, athletes, 
and Service chiefs. According to one headmaster the 
strongest deterrent is the unfitness in athletes caused 
by smoking ; according to another it is the cost of the 
cigarettes. One headmaster suggested that the Ministry 
of Education could do much more by circularising local 
education authorities; that the dangers of smoking 
should be publicised regularly (e.g., on television) ; 
that display matter and literature should be distributed 
to schools ; that teachers should be asked to codperate 
through their associations; and that blunt warnings 
should be given from the platform by the head teacher. 
Another headmaster advised a more positive approach 
to the problem—i.e., praising physical efficiency rather 
than decrying smoking. 


GRAMMAR SCHOOLS 


In a group of boys aged 15-18 (table m) half of them 
were smoking with their parents’ consent. At another 
school many senior boys had given up smoking (table 11). 


Age when the First Cigarette is Smoked.—One head- 
master had seen a boy aged 11 with fingers stained with 


TABLE III—SMOKING-HABITS IN BOYS AGED 16-18 


No. decided 








Average No. in No. given up | 
Form age ee ae . not to smoke 
(yr., mos.) form smoking in future 
Upper 
I 17-11 19 19 | 19 
Lower 
VI 16-10 26 14 | 1l 
VA 15-9 22 15 7 
VB 16-0 21 il 6 
V Bi 16-0 20 10 7 
Total 108 69(63 %)| 50( 46%) 
! 
nicotine. Boys leaving one school were questioned by 


the headmaster, who found that 5% had started at 
14, 10% at 15, 25% at 16, and 5% at 17; 55% had not 
started. Boys in industrial areas seemed to start earlier 
than boys in suburban districts. Many able and 
intelligent boys never smoked ; those who did often had 
a less favourable background than others. Some 
grammar-school boys learn the habit from boys who have 
left the secondary modern schools at an earlier age and 
are at work; others learn in youth clubs. With money 
from part-time employment some boys have easy access 
to cigarettes. 


Regular Smoking.—One headmaster thought that about 
5% smoked regularly before 13, and 25% at 15-16, 
sometimes with the encouragement or connivance of 
parents who regard smoking as normal. In one school 
of 465 boys of varying social background there were 
probably 45 smokers, of whom 12 were regular. One 
headmaster pointed out that when boys do smoke, 
fancy cigarette-cases and fingers heavily stained with 
nicotine are part of the ritual. 


The Type of Boy who Smokes Regularly.—One head- 
master was certain that there is a link between smoking 
and unsatisfactory conduct at school; the only boys 
he knew as juvenile delinquents were also smokers, 
and he rarely found the habit among highly intelligent 
and well-behaved boys. In one school, the only 3 boys 


who had been convicted (in each case of theft from 
tobacconists) were smokers; the parents of 2 of them, 
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fearing the effects of repression, had permitted them to 
smoke. 

Smoking Forbidden at School.—In only 5 schools was 
smoking forbidden. In 1, boys were caned if caught 
smoking—the youngest offender was aged 12. Several 
headmasters pointed out that smoking is very common 
in the teaching profession, and one remarked that 
boys have only to see the rush for pipes and cigarettes 
in ‘‘ break’’ to realise that their masters do not seem 
to take much notice of warnings. Masters, like parents, 
may feel diffident about enforcing the rule. One head- 
master had recently given up smoking to convince 
a boy in the VIth form that this could be done; but it 
had little effect on the boy. 

Combating the Habit.—44 headmasters were in favour 
of giving factual information to boys or the ill effects 
of smoking, 7 were doubtful, and 3 were against it. In 
one school the doctor saw all the boys at least in their 
first and fourth years (ages 12 and 15), and spoke to 
them about the ills of smoking. In another school the 
Vth-form boys suggested that advice should be given 
before 13, when many boys start smoking. It may be 
difficult to convince boys that the danger is personal and 
not remote in time, and any semblance of tendentious 
propaganda in its presentation must be avoided. One 
headmaster who is against this teaching, said that many 
VIth form boys are willing to consider objectively 
problems of modern life, but few base their personal 
conduct on purely intellectual evidence. Another thought 
it unnecessary because in his experience smoking has 
been uncommon among boys for some years; but he was 
unique in this view. Those who doubted the value 
of instruction held that because of the example set by 
adults it is hard to influence the adolesvent ; more could 
be done by informal conversation between masters and 
boys, and the basic safeguard is stricter parental control 
and a more rigid enforcement of the law about the sale 
of tobacco. Several headmasters pointed out lectures 
by outside visitors could carry more conviction than 
advice from masters who are smokers. 


BOYS’ PUBLIC SCHOOLS 


The replies from the headmasters gave the impression, 
on the whole, that addiction to smoking is less serious 
in public schools, though in one, where boys are punished 
if caught smoking, it is common outside the surveillance 
of the school. The age at starting is later—often 14-15— 
and many boys do not smoke at all until they have 
left school at 18. One headmaster said that on the whole 
there is less smoking by people in their teens now than 
ten years ago. In one school the boys are permitted 
to smoke under certain conditions, and probably not 
half of them do so. One headmaster said that the habit 
is formed at home during the holidays. 

In one school of 640 boys, of whom 350 were over 16, 
about 6 smoked habitually before 17 and not many more 
between 17 and 18. At another school about two-thirds 
smoked and had begun at 151/, on the average. One head- 
master pointed out that few of the boys leaving for 
universities smoked. 


Of 19 headmasters, 12 were in favour of giving factual 
information to boys, 3 thought it would be of doubtful 
value, and 1 was not in favour. At one school two- 
thirds of 70 boys leaving school thought instruction should 
be given at an early age before smoking is begun. 


GIRLS’ PUBLIC SCHOOLS 


Replies from the headmistresses of 3 public schools 
suggested that the problem does not exist in these 
schools. As one said, ‘‘ it is no longer considered clever 
to smoke.”’ 

I wish to thank the Marie Curie Memorial Foundation for 
permission to study and publish this information, and the 
headmasters and headmistresses for their help. 
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CENTRAL HEALTH SERVICES COUNCIL 


EarRLy last year the Minister of Health asked the 
Council’s Standing Medical Advisory Committee! for 
guidance about the present need for welfare food supple- 
ments, other than milk, to the diet of expectant and 
nursing mothers and young children under 5. Require- 
ments of vitamin D and the supply of orange juice to 
children between 2 and 5 were two points on which 
the Minister was particularly anxious for advice, 
Changes in the availability of foodstuffs as well as dietary 
studies in recent years had suggested that it might 
no longer be necessary to continue these supplements. 


A subcommittee, formed jointly with the Scottish 
Standing Medical Advisory Committee, began to review 
this subject a year ago, and its final report is expected 
soon. An interim report showed that most of its members 
agreed with the conclusions reached by the British 
Pediatric Association in 1952 that children between 
2 and 5 received adequate amounts of vitamin C from 
a mixed diet and that the issue of orange juice should 
be restricted to children under 2. But a minority of the 
subcommittee thought that there were still circum- 
stances Where this supplement was called for and that it 
should continue. Additional information was being 
sought and a further report would be prepared. 


Another interim report concerned the content of 
vitamin D in welfare foods. The subcommittee’s view 
was that the present level of fortification should be 
reduced so as to minimise the risk of causing hyper- 
calezemia while still continuing to give protection against 
rickets. A reduced level of fortification was recom- 
mended for infant cereals, so that a child of 9 months 
taking the recommended amount of a cereal would 
receive therefrom 200—400 international units of vitamin D 
daily. Assuming that these recommendations were 
implemented, the subcommittee further advised that 
National cod-liver oil should contain an average of 
100 1.U. per g. and National dried milk an average of 
90-100 1.0. per @ry oz. (In 1953 the Ministry of Food 
recommended manufacturers of National dried milk 
to add 500 1.v. of vitamin D, as ealciferol, per dry oz., 
so as to allow for a maximum deterioration of 44%, 
thus giving a minimum of 280 1.U. per dry oz. in the 
food as marketed.?) Consultations have begun between 
the Ministry of Health and the Ministry of Agriculture, 
Fisheries and Food with a view to bringing the sub- 
committee’s recommendations about vitamin D into 
effect. 


In 1955 a subcommittee of the Standing Mental 
Health Advisory Committee began a review of the 
functions of the various authorities concerned with 
arrangements for the treatment and care of persons 
suffering from mental illness at all ages or from infirmity 
arising from old age, and the results of this inquiry 
are summarised in the council’s report. The subcommittee 
saw need for a closer codrdination between the 
authorities concerned, especially between individual 
workers, and referred particularly to the schemes at 
Oldham and Nottingham. Dealing with alternatives 
to treatment in mental hospitals, it suggested that if 
there were more health visitors, district nurses, home 
helps, and social workers to give domiciliary help and 
closer coéperation with general practitioners, many 
patients could be retained in the community. The 
public should be made more aware of:the psychological 
problems arising from the increasing number of old 
people in the community who need help. While local 
authorities should take the lead in this matter, their 
health visitors and social workers needed the active 


1. Report of the Central Health Services Council for the year 
ended Dec. 31, 1956. H.M. Stationery Office. Pp. 20. Is. ‘ 


2.“ See Lancet, 1956, ii, 136. 





1142 THE LANCET] 


cooperation of other persons and bodies in close touch 
with families and able to assist in the home care of the 
aged who have physical and psychiatric disabilities. 
The Minister has accepted the advice of the council 
that no action should be taken on these recommenda- 
tions pending the report of the Royal Commission on 
the law relating to mental illness and mental deficiency. 


GENERAL MEDICAL COUNCIL 

In his address to the council’s 194th session on May 28, 
the president, Sir Davip CAMPBELL, discussed the 
relations of Great Britain to other Commonwealth 
countries in the sphere of medical education and registra- 
tion. The General Medical Council, which in the autumn 
of next year would celebrate its centenary, had been 
the model for and indeed the mother of all the medical 
councils in the Commonwealth. The statutes establishing 
them had been based on and have often copied verbatim 
the words of the British Medical Acts. Their procedure 
followed our own closely, not only on educational but on 
ethical matters. Sir David spoke of his recent visits 
to Uganda, South Africa, Malaya, and Hong-Kong. 
The council, while seeking to maintain a high standard 
of medical education, had always been ready to encourage 
new medical schools overseas by visitation and advice, 
and might sometimes perhaps have taken a temporary 
risk in granting recognition. But the risk, if it existed 
at all, had always been well worth while. It had led 
in every case to a striking improvement in the provision 
of facilities for education and in the standard of attain- 
ment. There was more to be done, Sir David declared. 
The council had by statute no responsibility for post- 
graduate education. Yet the position of the specialist 
staff in some of the countries he had recently visited 
was such that, though there were men holding senior 
medical posts in the medical services, there was a striking 
gap between them and the junior staff. It was imperative, 
if the medical service in these countries was to develop 
on modern lines, that the gap should be filled by doctors 
trained locally as specialists in medicine, surgery, and 
midwifery, yet willing to submit themselves to any 
standard of examination demanded in this country. 
And they were desperately anxious to do so. On the 
basis of what he had seen, it would be a good thing, 
therefore, for this country and for the Commonwealth 
if bodies which grant higher qualifications were to follow 
the example of the General Medical Council and approve 
the medical schools of the Commonwealth countries 
with whom we had reciprocity as places where the 
candidates for their examinations could be trained. 

More than six years had passed, Sir David :emarked, 
since the publication of the reports of the eight com- 
mittees on medical auxiliaries appointed in 1949 under 
the chairmanship of Mr. Zachary Cope. The recom- 
mendations of the committees had been discussed by the 
Health Departments with interested bodies, and last 
October the Minister and Secretary of State issued a 
memorandum containing details of a provisional scheme 
for the statutory registration of chiropodists, dietitians, 
medical laboratory technicians, occupational therapists, 
physiotherapists, radiographers, remedial gymnasts, and 
speech therapists, collectively referred to as ‘‘ professions 
supplementary to medicine.’ It was proposed that the 
machinery should consist of a separate registration 
board for each of the ‘‘ supplementary professions ”’ 
and a coérdinating council. Observations on these 
proposals had been invited from many bodies, including 
the General Medical Council. Proposals put forward 
at earlier stages had been considered at the time by the 
executive commitee on behalf of the council and ,the 
committee had then made certain suggestions. “Since 
the new proposals appeared to cover the points made by 
the committee, it had not been thought necessary to 


offer any further observations. 
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In England Now 
A Running Commentary by Peripatetic Correspondents 

My mind was switched from Africa to a Surrey village 
by the remark of a speaker at a recent conference that the 
principle of Occam’s razor did not apply to practice 
among African children; until at least three distinct 
diseases had been diagnosed in each child, one had hardly 
started. On Thursday afternoons, which was his ‘ no 
surgery ’’ evening, my father used to take me on expedi- 
tions which sometimes finished up with a splendid tea 
at the Hautboy at Ockham, where William of Occam 
was born late in the 13th century. On one occasion, after 
animadverting on the charge of a shilling a head—nine- 
pence he thought would have been more appropriate for 
a tea which included cakes and what we called ‘ real”’ 
strawberry jam—he told me about William and the follies 
of the schoolmen and the early monkish scientists. I 
grew up with a picture of a man in a grey habit plucking 
out a hair and attempting to split it with a “ cut-throat ” 
like the one my father used each morning, while his 
colleagues peered down primitive microscopes trv¥ing to 
count the number of angels dancing on the point of a 
needle. 

By the way, the Oxford English Dictionary has blunted 
the razor (why razor? because it cut away the under- 
growth ?) which it describes as the principle that ‘‘ things 
not known to exist should not, unless it is absolutely 
necessary, be postulated as existing.’’ The original 
instrument of Old Bill Occam—vDoctor invincibilis et 
venerabilis Inceptor—had a keener edge—Entia non sunt 
multiplicanda preter necessitatem. Six words instead of 


sixteen. 
+ + 7 


The need for reform of the English language had 
never struck me with much force till Bill (now 5) started 
to read and write. Like all children, he is essentially 
logical. He spells as he hears, and darned good spelling 
it is too, much better than ours. 

We have a game that whiles away the tedious hours 
before the blessed release of bedtime. I write down a 
series of words for him to read, usually making some 
sense, such as: HOCKEY MAN HIT DADDY POOR LEG. 
Then it’s his turn, and he writes words for me to read. 
Alas, my sense of logic has been so warped through the 
years that often I can’t. RASING KRRE (racing car), 
FAYS (face), PYLO (pillow), RABYT (rabbit). O.K. so far 
rape: But what about scRYRAL which turned out to 

e squirrel, and MYRA (mirror), and UGCL (uncle), not to 
mention FROT (I bet even the otorhinolaryngologists 
didn’t recognise that one). He writes DJ for J as in DJEEP 
(and he’s right of course). The usual nursery-class spelling 
for train is CHRAN, and RALRA is his interpretation of 
railway. With DRORYNGE he strikes a pleasantly medieval 
note, ut at HRisI for Horsey I decided he’d given up 
trying; even I don’t pronounce it that way. 

I am reluctant to pervert such admirably accurate 
descriptions of what he hears. Surely to do so would 
discourage the developing scientific mind? Perhaps 
everyone would benefit from Speling Reform: kood it 
be that behaivyer dissorders arise sumtimes from speling 
tenshuns ? Is the increase in neuroses, gastric ulcers, 
cardiovascular disease, &c., directly related to our higher 
and higher standards of literacy ? There is a good case 
for another Royal Commission, and I hope that Her 
Majesty’s advisers will have the sense to appoint Bill as 


chairman. 
~ * 7 


Post-war travel started in earnest in 1947 and many 
a traveller, like myself, must be renewing his passport 
this year. To me mine is a valuable document, of historical 
as well as of geographical interest. 

The first year I had it I went to America, the land of 
freedom and of vigilance. My finger-prints were taken 
before a visa was issued which cost $2. Those were the 
days when dollars were beginning to be precious, yet 
I got £500 worth for seventy days. Yet another testi- 
monial to American hospitality is that I used less than 
half. I was advised to transfer the rest into dollars 
and then buy pounds back and make a big profit but 
I have always prided myself that I did not. Formalities 
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such as declaring I had not earned money and therefore 
was not owing income-tax had to be gone through 
before I could leave. 

The next year, I went to Germany and had to have 
a special permit to visit the British military zone. I 
went via the Hook and thence to Cologne. Sept. 5, 
1948, the date of my passage through Holland did not 
mean much to me when I landed, but I soon discovered 
that the decorations all over the country were in honour 
of the golden jubilee of Queen Wilhelmina. The German 
currency had been revised shortly before and the British 
non-smoker like myself could no longer win himself a 
welcome with cigarettes. Money apparently presented 
no difficulties on the Continent until 1950, and as I some- 
times took my wife and three children, I was often glad 
of the limit. 

I strongly dislike visas and cannot help feeling that 
countries like Finland could well dispense with them, for 
the 450 Finn marks (about 10s.) is hardly worth the 
trouble of collection. The stamps on my passport are 
surprisingly few, a $2 stamp, three Finnish stamps of 
300, 100, and 50 marks and some Spanish ones, some 
stuck on top of the others. My passport shows that 
Germany, the three Scandinavian countries, Holland, 
Italy, Switzerland, and France responded to the Foreign 
Secretary’s plea ‘‘ We request and require in the Name 
of His Majesty all those whom it may concern to allow 
the bearer to pass freely without let or hindrance and to 
afford him every assistance and protection of which he 
may stand in need.’”’ Her Majesty makes the same plea. 


* * *” 


Though my researches are not exhaustive, I have so 
far seen only two medical journals in which a substantial 
bulk of the reading matter consists of letters to the 
editor. They are both weeklies published in London, 
W.C. Why, one wonders, do so few doctors in the United 
States think it worth while writing to the J.A.M.A., and 
are there really no amused or angry Swedes to write to 
Svensk kem. Tidskr. ? Yet woe betide the man who makes 
a rash remark in his letter to a London editor. By return 
of air-mail post comes an admonitory letter from Minne- 
apolis or Madagascar: ‘‘ It appears to have escaped the 
notice of Dr. X, in his otherwise admirable paper, that I 
first pointed out the use of seaweed in psoriasis as long 
ago as ——.”’ But one must admit that there is a certain 
gratification in knowing that someone in Porto Rico or 
Pennsylvania is sufficiently interested to question the 
validity of one’s statements. 

But perhaps the most pleasing feature of the London 
correspondence columns is the hospitality offered to the 
most unexpected of esoteric subjects. Where else, to 
quote a recent example, could one expect to read a dis- 
cussion on the utility of the werd fax? We may rest 
assured that so long as the catholic nature of the corre- 
spondence columns is thus maintained so long will 
London, W.C., remain the commodious seat of learning 
that it is today. 


* * * 


When we were at Blackpool last week, doctor, Pam ‘ad 
another attack of ‘er hassma so we called m’sister’s doctor 
in an’ ’e said we'll ’av ’er right in a jiffy an’ ’e gave ’er some 
little white tablets an’ next mornin’ she ’adn’t a sign of 
it... ’ad yer Pam ? 

Nay ...I were right champion next day. 

Champion she was so I says to m’sister (she’s the one ‘as 
‘ad everything taken out except a hovary) I says m’doctor 
at ‘ome would like to know the name of them tablets .. . 
nothin’ ’as suited our Pam so well, so she says go to ’is 
surgery an’ ask ’im, so I goes along an’ ’e were right nice 
an’ said they were called Katie’s Own. 


Perhaps some peripatetic reader could give me a 


clue ? 
* * - 


Our hospital is near London, and the medical staff, 
unlike the patients, are mostly urban types. This can 
lead to misunderstandings. Our Medical Registrar, on 
asking a patient his occupation, received the reply ‘‘ I’m 
an artificial inseminator.”’ he Registrar was rather 
taken aback, but, after a moment, inquired brightly “‘ Oh, 
do you work for Mr. (the gynecologist) in the 
fertility clinic? ’’ The patient stolidly replied ‘‘ No, 
Doctor, I work in the cattle market.” 
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Letters to the Editor 


MEDICAL STAFFS OF MENTAL HOSPITALS 


Smr,—We are very interested in this correspondence. 
In 1946 our own hospital, which then had a staff of 
3 doctors, providing 2 outpatient sessions per week, 
admitted 158 new inpatients. In 1956 our medical staff 
of 7'/, doctors (7 full-time and 1 part-time) provided 
23 outpatients sessions per week and treated 743 new 
inpatients. 

It could scarcely be claimed that mental hospitals 
were extravagantly staffed in 1946, but a comparison 
of our figures for that year with those for 1956 will show 
that, relatively speaking, we were very much less favour- 
ably placed to treat our patients in 1956, eight years 
after the inception of the National Health Service. + In 
presenting these bare figures no account is taken of the 
change in scope and character of psychiatric practice in 
1956 as compared with ten years earlier, but this aspect 
of the problem was well emphasised by Dr. Strauss and 
his colleagues in their letter of May 4. 

We believe that our situation is not unusual, indeed 
we know that there are hospitals where the position 
must be much worse than in our own. We consider 
the increase of medical staffs of mental hospitals to be 
a problem requiring urgent attention if British psychiatry 
is to march with the times. 

Francis E. PILKINGTON 
Ropert A. BLarr 


Moorhaven Hospital, Joun M. G oY 


Ivybridge, Devon. 


HIRSCHSPRUNG’S DISEASE 


Sir,—We have recently had under our care a lady of 67 
who suffered from this disease in childhood and was 
operated on for its cure by Frederick Treves in 1897. In 
view of the advances which have been made in the 
understanding of the pathology and in the treatment of 
this condition, we wish to draw attention to Treves’s 
description of this case, in which he expressed his views 
on the pathogenesis of the dilatation of the colon. 

Before his time, and indeed since his time as well, the 
enlarged hypertrophied colon had been considered to be 
the site of the disease, until Swenson and Bill ! expressed 
the view that the primary abnormality lay in the narrow 
normal-looking segment of bowel beyond the dilated 
portion. Although his remarks have been overlooked, it is 
evident that Treves appreciated this fact and based his 
treatment upen it. In a remarkable anticipation of 
modern concepts he wrote ? : 

I venture to think that there is strong evidence to support 
the suggestion that all cases of “‘ idiopathic dilatation of the 
colon ’’ in young children are due to congenital defects in the 
terminal part of the bowel, that there is in these cases an actual 
mechanical obstruction and that the dilatation of the bowel is 
not idiopathic. The marked hypertrophy of the distended gut 
suggests in the most emphatic way that there is an obstruction 
to be overcome and such hypertrophy is quite inconsistent 
with the conception of an “ idiopathic ’’ dilatation of the 
bowel. I am not aware of a previous instance of the treatment 
of this condition by a radical operation. 


After a preliminary colostomy, Treves resected the 
colon below the splenic flexure, including the narrow 
segment, and the rectum, and he anastomosed the trans- 
verse colon to the anal skin. The patient has remained 
fit for many years living an unusually attive life. The 
bowels move twice daily, and there is good voluntary 
control. On examination the anus is seen to be replaced 
by a patulous opening measuring 1 cm. laterally by 3 cm. 
anteroposteriorly, through which normal mucosal folds 
are visible.« Sphincter action is effected by voluntary 
contraction of the levatores ani. 








1. Swenson, O., Bill, A. H. jun. Surgery, 1948, 24, 212. 
2. Treves, F. Lancet, 1898, i, 276. 
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In 1954 we operated for ‘the relief of sighmeatins symp- 
toms associated with X-ray appearances suggesting a 
neoplasm in the ascending colon. At laparotomy the colon 
was found to be mobile and not greatly shortened. There 
was some dilatation but no thickening of the bowel wall. 
A sharp kink in the ascending colon had been caused by 
adhesions ; their division relieved the patient’s colic. 
H. DAINTREE JOHNSON 
Harotp Davis 
J. H. Evans. 


The Royal Free Hospital, 
London, W.C.1. 


Sm,—Mr. Cooling, in his letter of May 18, advocates 
State’s ! procedure, in preference to Swenson’s, on two 
grounds—that the results of Swenson’s operation are not 
as good as one would hope, and that it may cause 
impotence. I think this is dangerous advice, for in 
State’s operation part of the aganglionic rectum is left 
in situ. It is all very well to say that the only theoretical 
criticism of it is that recurrence may follow, but Hirsch- 
sprung’s disease may kill the patient, and one hardly 
needs any further objection. Before 1948 the majority 
of sufferers died in infancy or childhood. 

The dissection of the rectum in Swenson’s operation 
cannot be compared with the wide excision made in 
adults to remove cancer. The essential principle in the 
rectal dissection in Swenson’s operation is that it is made 
on the rectal wall. The almost complete absence of 
bladder complications in the series from Great Ormond 
Street suggests that a proper dissection does not damage 
the pelvic nerves. Swenson ? reported that in the 4 adults 
on whom he had operated ejaculation had not been 
disturbed. He also pointed out that, in 43% of his 
patients, the lesion extended only to, or just above, the 
pelvic peritoneal floor, and that such patients would not 
be helped by a resection above the pelvic floor, for little, 
if any, aganglionic bowel would be removed. Many cases 
of severe Hirschsprung’s disease have resulted from 
abnormal segments no longer than those which State 
left in situ. One is less concerned about the children, 
not fully cured, who will grow up to manhood, as about 
the many who will not grow up. 

I felt that the results in the series I reported were 
quite encouraging. There are many problems still, but 
our understanding of them is increasing. By due atten- 
tion to bowel-training after operation, close surveillance 
for the first three years, and the prevention of com- 
plications, we can expect improved functional results. 
The great majority of the cases I reported are achieving 
perfect function, and the results appear as they do because 
quite a number are taking an understandable time to 
achieve it. 


North Adelaide, 


South Australia.§? G. G. WYLLIE. 


OVERDOSAGE OFJS,VITAMIN] D 


Srr,—I was most interested in the case of renal colic 
and persistent hypercalcuria, without hypercalcemia, 
following self-administration of vitamin D, reported by 
Dr. Freedman (March 30). 

In an experimental investigation, in rats and rabbits, 
polyuria and hypercalcuria were the first signs of vita- 
min-D intoxication. 


The animals were given a daily dose of 20,000 1.v. calciferol 
per kg. body-weight. The increase in the urinary excretion of 
calcium was significant in the rats. and highly significant in 
the rabbits. As hypercalcuria developed while the blood- 
calcium level was still normal (in the rats the serum- 
calcium level remained normal throughout the whole experi- 
ment, in the rabbits it increased slightly in the later phase), 
it must be considered a result of decreased tubular reabsorp- 
tion of calcium. The polyuria likewise points to e tubular 


1. State, D. Surg. Gynec. Obstet. 1952, 95, £01. 


Sugarman, H. J. jun. J. Amer. med. Ass. 1954, 


2. Swenson, O., 
154, 651. 
3. Takens, H. Thesis, University of Groningen, 1956. 


disturbance ; the increase of the urinary flow was significant 
in the rats and not significant in the rabbits. In view of the 
very slight histological changes in the tubular cells of the rats 
at the end of the experiment, it seems possible that these 
disturbances, caused by calciferol, may arise before morpho- 
logical changes in the tubular cells. 


Roodeschool, Groningen, 


Holland. H. TakeEns. 


INFLUENZA 


Srr,—Those who remember the 1918 influenza pan- 
demic will recall its passage round the world westwards 
and perhaps see, with me, a possible, even probable, 
portent in current events in Malaya where influenza is 
raging. 

If the events of 1918 should be repeated we might 
expect a much more rapid westward spread and now is 
a moment to consider any action European medical 
authority might be able to take. Today both air and 
surface human-movement control is relevant though I 
suspect effective isolation is impossible. ’ 


London, 8.E.5. GRAHAM E. MuRPHY. 


FATAL CARDIAC ARREST WITH FLUOTHANE 


Srr,—Unfavourable responses to a new anesthetic 
should be reported at once, whether or not they can be 
satisfactorily explained. I therefore report with regret 
a case of cardiac arrest during the administration of 
‘ Fluothane,’ although the data are insufficient to allow 
definite conclusions to be formed as to its cause. 


A man of 48 was undergoing partial gastrectomy for 
chronic duodenal ulceration ; in other respects he was healthy. 
As pre-anesthetic medication he was given papaveretum 
10 mg. and scopolamine 0-4 mg. Anzsthesia was induced 
with thiopentone 500 mg., and was continued with fluothane 
vaporised from the ether container of a Boyle type-1 circle 
absorber and given with oxygen through a cuffed endotracheal 
tube. For relaxation gallamine was given in two doses, each 
of 20 mg., separated by an interval of a few minutes. Soon 
after giving the second dose, the vaporiser was turned to 
the sixth notch to obtain deeper anesthesia, and respiration 
was assisted. This was followed within a minute by a fall 
in blood-pressure to an unrecordable level, and the pulse 
could not be felt. Nevertheless, his appearance did not become 
alarming: he remained a good colour and respiration was 
not arrested. I turned off the vaporiser and washed out his 
lungs with oxygen, after which his blood-pressure returned 
to its previous level. Thenceforward fluothane was adminis- 
tered in small amounts with oxygen. 

Throughout the operation the blood-pressure remained 
within normal limits and the patient’s breathing was satis- 
factory ; its volume and rate were normal and there was no 
tracheal tug. At the end of the operation relaxation was 
insufficient to allow the abdomen to be closed. To meet this 
difficulty I again turned the vaporiser to the sixth notch and 
assisted respiration. Within one or at most two minutes 
the blood-pressure fell. At first, as before, the patient’s 
appearance was not alarming, but after a few moments he 
became cyanosed and the pupils dilated. This condition 
did not respond to washing out the lungs with oxygen. The 
heart was exposed through an incision in the thorax and was 
seen to be at a standstill ; the ventricles were not fibrillating. 
Cardiac massage restored the heart beat, but the period of 
circulatory arrest had unfortunately been too long to permit 
survival; the patient died ten days later without having 
regained consciousness. 


Reviewing the case, I felt that the most likely explana- 
tion of the accident was that, as a result of vaporising 
fluothane in a closed circuit, a high and lethal con- 
centration had been reached unexpectedly soon. If 
that was so, anesthetists should be warned against 
using the anesthetic in this way. It was difficult, 
however, to rule out the possibility that fluothane, 
Jike chloroform but unlike ether or cyclopropane, might 
be capable of arresting the heart at concentrations not 
much greater than those needed for satisfactory anzs- 
thesia. That it has adverse effects on the circulation 
is suggested by the fall in blood-pressure, sometimes 
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to very low levels, that has been repeatedly observed 
during administrations of the drug even when its 
concentration was being carefully regulated. A case 
of non-fatal. syncope has been reported by Johnstone ! ; 
and I have heard it said that elsewhere a death has 
occurred, though it has not as yet been reported. It 
should be remembered that Snow, who always insisted 
on the need for accurate control and limitation of the 
vapour strength of chloroform, reported in 1868, the 
year of his death, that he had given that drug to more 
than 4000 patients with but a single death, and that, 
he thought, was not attributable to the anzsiletic. 
Those sponsoring fluothane, it seems, have the onus of 
proving that it is, in fact, safer than chloroform. 


Department of Anzesthesia, 
St. Thomas’s Hospital, S.E.1. 





C. A. Foster. 


TRIAL OF 5-HYDROXYTRYPTOPHAN IN 
PHENYLKETONURIA 


Sm,—The cause of the mental defect in phenyl- 
ketonuria, hitherto unexplained, may be related to a 
5-hydroxytryptamine (5-u.T.) deficiency. We are accord- 
ingly treating affected patients with 5-hydroxytryp- 
tophan, which readily passes the blood-brain barrier, 
to be decarboxylated to 5-H.tT.* 


The number of available patients of a suitable age- 
group is small, and we therefore appeal to doctors who 
may have phenylketonuric patients (aged 3 years or 
under) in their care for their help. 


If the relatives are agreeable to such a patient entering 
hospital for a period of up to six months for a controlled 
trial, we should be grateful if the doctor would com- 
municate with Dr. C. M. B. Pare, Maudsley Hospital, 
Denmark Hill, London, S8.E.5, for further details. 

B. H. Krrman. 
C. M. B. Pare. 
M. SANDLER. 

R. S. Stacey. 


Fountain Hospital, S.W.17. 
Maudsley Hospital, S.E.5. 
Royal Free Hospital, W.C.1. 
St. Thomas’s Hospital, S.E.1. 


NEONATAL DEATH AND ELECTIVE CSAREAN 
SECTION 


Smr,— Regarding the article by Dr. Strang and his 
colleagues (May 11) I have no observations to make, 
other than to express my appreciative interest in it. I 
would, however, like to comment on one point raised by 
Dr. Brown (May 18). He implies that delayed ligation of 
the umbilical cord might allow continuance of fetal 
oxygenation, thus helping to span the gap between 
delivery and the onset of neonatal respiration. I believe 
that this is not so. I have attempted to show * that once 
delivery of the child is completed, placental transmission 
ceases. This is certainly true of such a rapidly transmitted 
substance as sodium bromide, and I imagine that it 
applies equally to oxygen. I have long held that attempt- 
ing to deliver oxygen to the foetus via the mother cannot 
be proposed as a reason for allowing the child to be 
anchored to the operation field by its cord. Unless it 
can be agreed (and about this there is still much debate) 
that a significant quantity of blood can be drained into 
the child by holding it below the level of the placenta— 
and furthermore that this is of value—then I can think 
of no argument against cutting the cord immediately, 
performing a rapid oral suction and straightaway trans- 
ferring the child, in a head-down position, to the 
resuscitation table. 

St. Mary’s Hospital, 


Milton, Portsmouth. J. SELWYN CRAWFORD. 


Johnstone, M. Brit. J. Anesth. 1956, 28, 392. 


1. 

» 3 —- M. B., Sandler, M., Stacey, R. S. Lancet, March 16, 1957, 
Pp. ‘ 

3. Udenfriend, 8., Weissbach, H., Bogdanski, D. F. J. biol. Chem. 
1957, 224, 803. 

4. 


Brit. J. Anesth. 1956, 28, 146. 


HUMANE TECHNIQUE IN THE LABORATORY 


Str,—It gave me great pleasure to read in your issue 
of May 18 a report of the Uraw symposium. 

There must be many medical men lovers of animals 
who have had an uneasy feeling that the number of 
animals used for research far exceeded those really 
necessary ; yet most of us would dissociate ourselves 
from the biased propaganda of the Anti-vivisection 
Society. It is good, therefore, to read the well-balanced 
views expressed by various speakers at the symposium. 


Reigate. T. W. Preston. 


CHRONIC BRONCHITIS AND SMOKING 


Str,—I was very glad to read Dr. Kay’s letter of 
May 25. However, I want to mention another aspect 
of the difficulty—smoking in non-smoking compartments. 

Although the report of Sir John Charles adumbrates the 
possibility of total prohibition of smoking in public transport, 
the present position is unsatisfactory. Many persons smoke 
in non-smoking compartments and the paper labels are 
continually being defaced or removed. Few junior railway 
officials show any attitude other than amusement. The 
passenger has often to perform the duty laid upon the railway 
—the duty to maintain the non-smoking compartment. 
Many of the offenders are abusive and prosecutions are few. 
I had trouble 5 days out of 6 in one week in January. I 
have a “ dossier’’ of many official letters but I still have 
trouble though, I think, less frequently. 


Are there any suggestions for further action? The 
constant coughing of smokers must surely be deemed a 
menace, apart altogether from carcinogens. 

Department of Pathology, 


Royal Hospital, 


Sheffield. J. L. Epwarps. 


ETIOLOGY OF PRE-ECLAMPSIA 


Str,—In my letter (May 4), I defined tensile force, 
stress, and strain, in relation to uterine action. I said 
that these factors did not exhibit abnormal values in 
patients with toxamia of pregnancy and that they tended 
to have lower values than normal in cases of hydramnios 
and gross uterine distension. These statements were 
based upon measurements made in a number of patients. 

These facts are now contradicted by Mr. Sophian 
(May 18), and it would be useful to learn the basis of 
his figures. It is noticeable -that, with hydramnios, 
clinical impressions are often at variance with the 
measurements of pressure and strain. 

It must be realised that the pressures and strains found 
by measurement in patients with toxemia are not 
different from the values found in normal patients. 

Sensory nerve-endings, except those reserved for 
chemical and thermal stimuli, respond to strain only. 
Measuring devices also respond only to strain—i.e., 
changes of length. They may be specifically adapted to 
register changes of strain or to respond to excess strain. 
Force, tensile stress, and pressure are words used to 
condense observations of strain into convenient language, 
‘* coat-hooks ’’ for ideas based on observations of more 
than one strain. 

The term ‘‘myometria: resistance to stretch,’”’ which 
is used in the correspondence, is another way of saying 
linear elastic modulus or Young’s modulus. It is the 
ratio of stress to strain, and can only be determined by 
a number of separate strain measurements. It is highly 
improbable that the body would organise a reflex based 
on the maximum or minimum values'of such a complex 
concept as Young’s modulus, even assuming that nerve- 
endings were available to measure pressure (bulk strain), 
curvature (differential strain), and linear strain 
simultaneously. 


Obstetric Unit, 
University College Hospital 


London. C. N. Smyru. 
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WARNING OF IDIOSYNCRASY 


Sir,—In hospital practice patients are often encoun- 
tered who have an idiosyncrasy to a drug in common 
use, such as iodine, penicillin, or chloramphenicol. 
Not infrequently the fact of the existence of a specific 
idiosyncrasy has been noted in the clinical records of 
previous hospital examinations, but that fact is often 
so tucked away in a mass of notes that it may well 
escape notice by a doctor subsequently examining these 
notes. I have found that a simple and reliable way of 
bringing idiosyncrasy to the notice of anyone examining 
a patient’s clinical records is for a rubber stamp to be 
used in wards and outpatient departments. It should 
consist of a lined rectangle 2 by 2'/, in., with the word 
IDIOSYNCRASY at the top of the space. 

Whenever a hospital doctor discovers that a patient 
has an idiosyncrasy to any drug he should immediately 
arrange for that word to be stamped prominently on 
the front of the folder or on the cover of the clinical 
notes, and under the word r1osyNcorasy should be 
written the name of the drug or drugs. It would be an 
advantage if this entry were initialed by the person 
making the record. 

This procedure should save many a patient from the 
unpleasantness or danger of a widespread dermatitis, or 
copious vomiting, or other consequence of the administra- 
tion of a drug to which he is sensitive. 


Bristol, 9. D. G. C. TASKER. 


CHRONIC CARBON-MONOXIDE POISONING 
AS A CARAVANNING RISK 


Sir,—Coma due to breathing carbon monoxide in high 
concentration is, in general, readily diagnosed, and its 
residua are well recognised; but the possibility of 
chronic poisoning is less widely appreciated. This may 
affect any one exposed to moderate concentrations over 
long periods (e.g., garage workers and policemen on 
traffic duty in the ‘‘ canyons’’ of New York City), and 
the following case shows the need to consider it, as a 
possible cause of obscure symptoms, when patients are 
living in caravans. 

A woman of 27 was referred by her family doctor with a 
month’s history of general malaise, nausea, headaches, and 
dizziness : twice she had had rotational vertigo severe enough 
to make her fall. The intensity of syrnptoms had varied 
considerably, but they tended to grow worse and latterly she 
had had transient double vision. 

Seven years previously, when training as a nurse, she had 
had an episode of acute depression. Three years later she 
had married a man‘with disseminated sclerosis, and she was 
now living with him in a modern luxury caravan on a farm. 
She admitted to anxiety as to the possibility of her contracting 
disseminated sclerosis. 

Examination showed slight weakness of the right internal 
rectus muscle, and when she was admitted to hospital a week 
later, because of more persistent diplopia and the onset of 
vomiting, the right pupil was appreciably larger than the left. 
Otherwise no abnormal signs were found, and investigations 
(including examination of cerebrospinal fluid and radiography 
of chest, skull, and nasal sinuses) showed nothing except a 
mild hypochromic anemia. After four days she was discharged 
symptom-free. At a follow-up a month later her husband said 
that her improvement had lasted only a few days. He had 
then sent her to her mother’s home for a week and she had 
again been much better, but all her symptoms had recurred 
soon after her return to the caravan. He had noted that these 
were more severe when she had cooked a meal at the gas stove. 

Inquiry showed that the cooking, heating, and lighting in the 
caravan were by “‘ Calor’ gas’”’ (butane), and that a few 
days before the patient’s symptoms first appeared additional 
incandescent mantles had been installed to impreve the 
illumination. A sample of blood withdrawn at the clinic 
was later reported to show 25% saturatioh with carbon mon- 
oxide. With more careful attention to ventilation and the use 
of fewer gas mantles the patient has regained her normal 
health. 
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The purist may object to the term ‘* chronic carbon- 
monoxide poisoning’? on the grounds that carbon 
monoxide is not a cumulative poison, but here the term 
seems fully justified. A working principle for those whose 
occupations involve exposure to carbon monoxide is that 
they should spend at least two-thirds of each day in an 
uncontaminated atmosphere : in the case described above, 
the husband, who was away from the caravan during the 
day, remfMined well. 

The symptoms are in no way specific and the diagnosis 
is unlikely to be considered unless there is reason to 
suspect exposure to the gas. Such suspicion should be 
aroused by the fact that a patient is using a caravan for 
permanent residence. In these essentially primitive, 
though often luxurious, holiday dwellings adequate ven- 
tilation without draughts is not easily obtained. The 
installation of butane or solid-fuel heating and cooking 
appliances can hardly have been envisaged by the original 
designers. a 

Lancaster. G. M. BARRETT. 


MASSIVE THROMBOPHLEBITIS 


Sir,—It was only recently that I read the interesting 
paper by Mr. Catchpole (Feb. 16). Four years ago I 
saw a similar case in which a patient died after 
nephrectomy for pyonephrosis. The fact that exception- 
ally thrombotic occlusion of the femoral vein leads to 
a ‘* blue leg ’’ seems to be due to the usually concomitant 
arterial spasm which prevents the rapid immobilisation 
of a large quantity of blood in the lower limb. When 
it is intense, this contraction can even produce a clinical 
picture closely resembling arterial embolism. Only if 
this reflex reaction is entirely missing can the syndrome 
of ‘‘ phlegmasia cerulea ’’ result. 


Jugenheim, Germany. EDUARD MELCHIOR. 


‘“*TO COMFORT ALWAYS” 


Str,—Last night I listened to one of the items in the 
wireless programme ‘‘ To Comfort Always,”’ nine-tenths 
‘* blurb ’’ wrapped round one-tenth of misunderstood fact. 
I do not suppose these well-meaning people realise the 
enormous amount of harm they are doing, but aided by 
some others who call themselves psychiatrists they are 
increasing the number of mental patients. In an address 
which you printed on May 18 the chairman of the Board 
of Control said that, whereas the number of psychotics 
stayed about the same in this country (about 130,000), 
the number of voluntary patients was going up “ by 
leaps and bounds.’ This series should make it bound 
further. 

Why? Chiefly because mankind has been looking 
inwards, led into doing so by the psychiatrists and their 
silly dogmas. But mai’s mental processes were formed 
in the million years of his entity for the practical ends 
of survival and propagation. Looking inwards was harmful 
to him. That is why men and women forget their child- 
hood, as the psychiatrists themselves have frequently 
observed. A classical example of this comes from Galton 
who found a number of intellectual men who scoffed at 
the idea that anyone could think in pictures, think 
visually, though, of course, they themselves had done 
so right up to early manhood at any rate. To psycho- 
analyse anyone is just as dangerous to him as to do a 
laparotomy on him—more so probably because it is a 
dissection of a more delicate organ—and is only very 
oceasionally justified. Sometimes the analyst leaves a 
dirty swab in the mind by suggestive questioning, as 
Freud did by suggesting to his female hysterics that they 
had been sexually interfered with by their fathers in early 
childhood.1 Later he realised this, but nearly all his 
followers have neglected the clue that stares them in the 


1. Sargant, W. Battle for the Mind. London, 1957; p. 189. 
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face—that the introspective are the least stable members 
of the community. 

But the culminating stupidity of this series was in the 
title of the last talk, ‘‘ The Price of Progress’’ ; the idea 
being that the stresses of modern life are the cause of 
mental breakdowns. But the valid stresses of life which 
dominated men’s minds from earliest times have gone, 
and gone recently. I remember the time when the threat 
of losing his job made a man blanch, for it meant that 
his family and he would starve, when a penniless existence 
in the workhouse was dreaded by most ageing people, 
when the fear of being physically hurt guided the young 
and religions kept their grip by threatening torture after 
death, eternal torture ; stresses and fears which were also 
stays. I am not saying that they are desirable, but that 
modern stresses are much less severe. If the social animal 
man has not got reasons for fear, he will invent them by 
making up conventions and codes. A man without fear 
degenerates, as is seen in those with power. 

‘* To Comfort Always ”’ is the motto of the mother who 
spoils her child, spoils him for the rough and tumble that 
is life ; to threaten, to punish, to stimulate, to deride, to 
inspire, to ignore, also have their place. Mine is a lone 


voice in the wilderness, crying out not for the first time 


that much of our modern psychiatry is damned bad 
natural history and worse common sense. 


Beckley, Rye. C. G. LEAROYD. 


TOWARDS SAFER CLOTHING 


Smr,—Your leading article last week prompts me to 
record a disquieting personal experience. 

Some short time ago my younger son was in need of 
some new pyjamas. I suggested to my wife that they 
should be made of flame-proofed material and she 
attempted to buy them locally. Few of the shops 
approached had ever heard of flame-proofed material 
and none stocked it. I consequently wrote to the advisory 
service of a national magazine devoted to household 
affairs. A reply bearing the names of three large stores 
in the London area was speedily received. Consecutive 
postal inquiries revealed that one store stocked flame- 
proofed material and another had nightgowns; none 
had pyjamas made of this material. Perhaps one of 
your readers can tell me where I can buy them ? 


Cambridge. H. J. Woop.irFr. 


FIBROSITIC PAIN 

Sir,—Dr. Louis Moss (May 25) emphasises the concept 
that ‘‘ trigger-spots’’ can cause myalgic and fibrositic 
pain. Although this may be conceded, it must not be 
overlooked that 90% of these pains are of psychological 
origin. In states of mental conflict there is an increase 
of electrical potential which must “‘explode’’ some- 
where. Any part of the body can be involved and any 
slight injury creates a ‘‘fixation.”” This explains the 
multiplicity of remedies and their futility in so-called 
‘*‘ rheumatic ”’ pains. 

London, W.1. 


SALMONELL# IN REPTILES 


Sir,—Dr. Ruskin (May 11) suggests the abundance of 
lizards in the hot climate of Ibadan keeps down the fly 
population. I hardly think this is the answer but rather 
the result of the hot sun killing the fly larve. 

In the past I have kept dozens of Agama lizards 
(A. planiceps) in captivity, and flies whether alive or dead 
were never a favourite article of diet with them. 

Some years ago when I was working in Ghana (Accra) 
flies were a menace, yet lizards were far more prolific 
than in Ibadan, but of course the climate of Accra is 
very humid. 


University College Hospital, 
Ibadan, Nigeria. 


M. W. Browpy. 


STANLEY F. WoopWwarRD. 
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METALLIC CORROSION IN ORTHOPZDIC 
SURGERY 


Srr,—In considering the effects of metals in orthopxdic 
surgery, it is useful, in a practical world, to differentiate 
between corrosion that is surgically serious and corrosion 
that, by present standards, is not. When ‘‘ micro”’ 
methods are used to detect it, corrosion can be dis- 
covered (both in the metal and in the tissues) with almost 
all metals, including the ‘safe’? metals S Mo and 
‘ Vitallium,’ and any surgeon who insists on complete 
freedom from all trace of corrosion has at present no 
recourse but to forgo the use of metal altogether. 

Where Dr. Bowden and his colleagues, in their article 
last week} say that the use of mixed metals is by far 
the most important cause of corrosion I would be more 
explicit and say that, apart from extraordinary metals such 
as aluminium, magnesium, &c.,? all the serious corrosion 
ever seen can be accounted for by one group of steels, 
which corrode severely even without the stimulus of a dis- 
similar metal, and by one particular pair of stainless steels 
in combination. The group of steels are ordinary steel 
(1936), vanadium steel (1936), and chrome steel (? 1946), 
and the stainless combination is the E.m.s. (1954) x 
F.S.L. combination. (The dates given are when the steels 
finally ceased being sold.) Capener’s implied criticism * 
of F:S.L. cannot be justified on the grounds of corrosion 
because, so, far as my experience and my search of the 
literature goes, no authenticated case of serious corrosion 
in unmixed F.S.L. has ever been described. 

The later paragraphs of the article by Dr. Bowden 
and his colleagues are misleading, I believe, in so far 
as they imply that corrosion caused purely by metallic 
transfer (from screwdrivers, drills, &c.) can give rise to 
serious trouble. Although they established ¢ that corrosion 
does occur from this cause, they never demonstrated it 
above the ‘‘micro’’ level and in correspondencé with 
Wright and Axon * they acknowledged this fact. Subse- 
quently, however, they attempted to explain * the more 
serious clinical cases of corrosion quoted by Wright and 
Axon and the nine cases collected by Laing himself? 
on the metallic-transfer theory. 

Of this, I contend, they have not established a satis- 
factory proof. The weakness of their argument lies 
in the link between the in-vitro and the clinical findings. 
Laing thought that the metal in his clinical cases was 
S Mo, in which case his conclusion that the corrosion 
seen must be due entirely to metallic transfer would be 
justified. But there is evidence to suggest that he fell 
into the trap-of accepting the metal identification on 
trust. The firm from whom the metal was probably 
purchased did not, in fact, start selling S Mo screws 
and bolts until after most of Laing’s cases had been 
operated upon. It is possible therefore that in these 
cases the corrosion was due to the E.M.S. X F.S.L. 
combination as it had been in Wright and Axon’s 
cases. 

In order to establish a proper sense of proportion, 
I would elaborate a statement I made previously— 
namely, that at the Birmingham Accident Hospital 
we have made sure that we never use chrome steel 
(or any of the more antiquated steels) or the E.M.Ss. X F.S.L. 
combination and have not had any case of serious 
corrosion amongst the 2000 cases of internal fixation 
since this was done. We have not changed over from 
1. Bowden, F. P., 

1957, p. 1081 
. Verbugge, J. J. Bone Jt Surg. 1956, 38A, 1384. 

. Capener, N. Lancet, 1956, ii, 1107. . ' 
. Bowden, F. P., Williamson, J. B. P., Laing, P. G. Nature, 

Lond. 1954, 173, 520. 

. Wright, J. K., Axon, H. J. ; Bowden, F. P., Williamson, J. B. P. ; 


Laing, P. G. Ibid, p. 1186. 
6. Boman, 5 P., Williamson, J. B. P., Laing, P. G. Ibid, 1955, 


Williamson, J. B. P., Laing, P..G. Lancet, May 25, 


He Co Oo 


7. Bowden, F. P., Williamson, J. B. P., Laing, P. G. J. Bone Jt 
Surg. 1955, 37B, 676. 
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ordinary steel screwdrivers and drills or taken special 
care to avoid attrition. We have had a number of cases 
of minor trouble and these, but only these, might be 
attributed to metallic transfer. 

Birmingham. b Si | F HIcKs. 


IMMUNOLOGY OF THYROID DISEASE 


Srr,—It is to be regretted that your admirable leader 
last week on the new concept of thyroid disease makes no 
mention of the pioneer work of Loeb on tissue transplan- 
tation and organ specificity, a comprehensive account 
of which is given in his book The Biological Basis of 
Individuality. 

Loeb probably did more experimental work on this 
subject than any other investigator before or since—work 
involving transplantation of every variety of tissue and 
organ under almost any conceivable given set of cir- 
cumstances. Those of us interested in tissue transplanta- 
tion are becoming more and more aware that Loeb has 
already anticipated most of the “ original’? work and 
new ‘‘ theories’’ of today, many of which are, in fact, 
his ideas wrapped up in a more modern terminology. 
Just as today the neurohistologist finds himself con- 
firming Cajal’s work of fifty years ago, much of modern 
grafting experiment is a repetition of the work of Loeb. 
Had his book been published today, instead of 1945, it 
would in many ways have been regarded as the most 
up-to-date and authoritative work on the subject. 


Department of Anatomy, be , 
University of Glasgow. G. M. WyBurn. 


CANCER AND ATHEROSCLEROSIS 


Srr,—I was much interested by your annotation of 
Feb. 16. I think it would be useful to mention the 
original work of 8. G. Zondek on malignant growths 
and essential hypertension’ and on the inhibiting 
influence of essential hypertension on malignant growths 
and rheumatoid arthritis.* 

Hadass::h Municipal Hospital), 

Tei Aviv, Israel. 

IDENTIFICATION OF THE ‘‘ FOURTH TYPE” 

OF POLIOMYELITIS VIRUS 


Srr,—In January, 1956, the Russian virologists 
Chumakov et al.* reported that they had isolated a new 
immunological type of poliomyelitis virus from the 
feces of three children with bulbospinal poliomyelitis. 
This they designated type rv poliomyelitis virus. 

The three strains were named AB IV, MK IV, an 
eztv. The first two were isolated in monkeys (Rhesus 
macacus) in which they gave rise to paralyses and patho- 
logical anatomical changes which resembled those of 
poliomyelitis. Brain and spinal-cord passage material 
from monkeys caused paralyses when injected into 
suckling mice, suckling hamsters, and suckling cotton- 
rats as well as in adult cotton-rats. Relatively high 
virus titres were found in most of the viscera of the 
suckling cotton rats. On histopathological examination 
of the central nervous system, poliomyelitis-like changes 
were found in the monkeys as well as in the cotton- 
rats. The strain Gz Iv was isolated in adult cotton- 
rats and in newborn mice, and had the same animal 
pathogenicity as the other two. None of the strains 
were pathogenic for adult mice. 

The pathogenicity of the virus for monkeys and 
cotton-rats was regarded by Chumakov et al. as indicating 
that the virus belonged to the poliovirus group. By 
extensive cross-immunisation experiments on monkeys 
and cottoa-rats they were able to show that the strains 
were identical immunologically but that they were 
not identical with the poliomyelitis types 1, u, and 111. 


I. LuRJE. 


1. Zondek, S. G., Tchetchik, M. Brit. J. Cancer, 1953, 7, 418. 
2. Zondek, S. G. Acta med. scand. 1955, 152. 


3. Chumakov, M. P., Voroshilova, M. K., Zhevandrova, V. L., 
Mirova, L. L., Itselis, F. G., Robinzon, I. A. Vopr. Virus, 
1956, 1, 16. 
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One of the strains, AB Iv (brain material from cotton- 
rat), was kindly sent by Dr. Chumakov to the Depart- 
ment of Virus Research here for further study. 


The passage material was inoculated into tissue-cultures 
of human embryonic lung. No degenerative changes could 
be detected. In spite of the pathogenicity of the virus 
for monkeys, it was suspected to belong to the Coxsackie 
group. In suckling mice the typical flaccid paralyses wore 
found. After a few passages the material reached a titre 
of about 10-*, and, by neutralisation tests with hyper- 
immune sera against Dalldorf type-strains A,-A,, and B,-B,, 
it was found that the strains under investigation were 
immunologically identical with Coxsackie virus type A7. 


CROSSWISE NEUTRALISATION TESTS IN SUCKLING MICE WITH 
THE RUSSIAN STRAIN AB IV AND COXSACKIE VIRUS TYPE A7 





itialnilad Rabbit Mouse 
— pein ran re | aptiserum | antiserum 
type A7 strain AB IV | strain AB IV 
ype (Russian) | (Swedish) 
Virus strain aB IV Me 23-5* 2-2 » 23-5 
Coxsackie virus type A7 .. >3-5 16 


23-5 
* Serum titre expressed in reg. log. 


This was confirmed by crosswise neutralisation tests (see 
accompanying table). 

Histopathological examination of one of the mice with 
typical flaccid paralyses showed diffuse and very pronounced 
changes in the skeletal muscles. The lesions were mainly 
necrotic and necrobiotic in nature. No lesions were observed 
in the brain, cord, or other organs. The histological picture 
of the muscles resembled in principle that associated with 
Coxsackie-virus (subgroup A) infections in mice. 

The original Russian material was inoculated intra- 
cerebrally into cotton-rats aged 8-9 weeks and 1 year. Both 
groups of animals came down with flaccid paralyses after 
an incubation period of 5-7 days. 

Microscopic examination of a large number of muscle 
groups as well as viscera of cotton-rats gave negative results, 
and no lesions could be found in the brain. In the cord, 
however, limited and slight changes were seen in all four 
animals examined. These changes were localised to the grey 
matter, in particular to the anterior horns, but in a few 
instances lesions were also found in the posterior horns. 
In the affected areas, necrotic and necrobiotic ganglion-cells 
were observed with destruction of the tigroid substance. 
Apart from these changes, there were small accumulations 
of inflammatory cells, principally polymorphonuclear 
leucocytes. 


It therefore appears, from the Russian results and 
our own, that a virus strain immunologically identical 
with Coxsacke virus type A7 can produce a poliomyelitis- 
like syndrome in monkeys. A new observation is also 
the pathogenicity for adult cotton-rats. 


Habel,‘ who studied the Russian type-rv poliomyelitis virus 
thoroughly, could confirm that the agent was immunologically 
identical with Coxsackie virus type A7. He performed a 
series of blind passages in tissue-culture and found a weak 
cytopathogenicity appearing after 11 passages. After 30 
passages the changes were pronounced. In this connection 
it may be mentioned that Svedmyr et al.,° in codperation 
with Johnsson,* have studied two Coxsackie type A7 strains 
which were isolated from fecal specimens in tissue-culture. 
One of them was also isolated directly in suckling mice. 
The cytopathogenicity to tissue-cultures was still weak 
and irregular after fifteen passages. 

Horstmann and Manuelidis ? observed ataxia, tremor, and 
weakness after inoculation of one of the Russian strains in 
monkeys. They found lesions similar to those of poliomyelitis, 
but somewhat differently localised. 


The question of the connection between the Russian 
strains and the clinical manifestations in the three 
children must be left open at the moment. Attention 


4. Habel, K. Personal communicatien. 

5. Svedmyr, A., Melén, B., Kjellén, L. 
suppl. 316, 20. 

6. Johnsson, T. Ibid, p. 33. 

7. Horstmann, D. M., Manuelidis, E. Fed. Proc. 1957, 16, 418. 


Acta med. Scand. 1956, 
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can be directed to pathological electro-encephalograms 
observed by Johnsson® in three cases of meningo- 
encephalitis, in which Coxsackie virus type A7 was 
isolated. During 1954 type A7 was isolated from 
about twenty cases of meningo-encephalitis or aseptic 
meningitis.°® 
Department of Virus Research, 
Karolinska Institutet School of 
Medicine, State Bac terio!ogical 
Laboratory, and D+partment 


of Pathology, Sédersjukhuset, 
Stockho.m. 


TORSTEN JOHNSSON 
Curt LUNDMARK. 


AUSCULTATION OF THE SKULL IN PAGET’S 
DISEASE 


Str,—The auscultatory physical sign of Paget’s 
disease of the skull is said to be a bruit arising as a 
consequence of hemodynamic changes. 

A far more frequent finding, however, seems to be an 
abnormal conduction of breath-sounds through the 
altered bone. What is heard in fact sounds like bronchial 
breathing ; this is absent over normal skulls. 


Provided this observation is valid, it seems very 
likely that it has been recorded before. I have noted this 
abnormal breath-sound conduction in about twenty 
patients with Paget’s disease of the skull, and would 
be glad to learn of any reference to it or other experience 
of it. 

St. Stephen’s 77 me 


London, S.W D. Hyrwet Davies. 


DIARRHEA AFTER PENICILLIN INJECTION 


Simr,—Diarrhea is a feature of many allergies but is 
aot often cited as a reaction to penicillin. 

A young woman was given penicillin (for the first time, she 
thought), for “‘ fever.” 3-4 hours later her temperature rose, 
the injection-site became hard and red, and she had diarrhea 
lasting 2 days. 2 years later, when aged 27, she had “ sinu- 
sitis ’’ and was given procaine penicillin 300,000 units intra- 
muscularly. 5-6 hours later she vomited and had several 
watery stools in the course of a few hours. Another injection, 
two days later, was followed by redness and induration at 
both injection sites, but no further diarrhea. No more 
penicillin was given. 8 days later generalised urticaria 
appeared. This settled after anti-histamine treatment. 


It seems possible that diarrhea may be an allergic 
reaction to penicillin. 


Kupat Holim, 


Giva’time, Israel. KENNETH KatTTAN. 


TELEVISION AND MEDICINE 


Srr,—In last week’s annotation you say that the 
first colour television demonstrations of surgery in 
Great Britain will take place this summer. As a matter 
of accuracy it should be placed again on record ?° that 
colour television of surgery was shown at the Inter- 
national Congress of Ophthalmology in 1950 at 
St. Thomas’s Hospital. On that occasion British equip- 
ment, by Pye of Cambridge, was used throughout; a 
camera in the theatre transmitted the image to six 
receivers (one in the control room, one in the theatre, 
and four in the display room). It was in use almost 
every day for four weeks. 


You also say that ‘‘a medical student gains little 
from watching operations on a screen . . . (as) . . . is now 
appreciated by most British film makers.’’ While few 
would quarrel with this statement if applied to under- 
graduate medical students, to whom you are obviously 
referring, it should not be allowed to go by default that 
surgical films are a most valuable means of teaching 
postgraduate surgery if one considers not one’s own 
medical school, but the world as a whole as one’s lecture 


8. Johneson, T. J. A Virological and Clinioal ‘Study of Infections 
with Coxsackie Virus. Uddevalia, 1955. 
9. Berglund, A., Johnsson, T. J. Data to be published. 


10. See Lancet, 1950, ii, 190. 
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theatre. And surely it is the very merit of mass-media 
visual techniques, whether television or film, that they 
can extend the ability for detailed observations beyond the 
restricted confines of the operating-theatre. 


London, W.1. G. B. STANFORD. 


Parliament 
QUESTION TIME 


Shortage of Radiographers 


In answer to questions on this subject from nine members 
Mr. DENNIS VosPER, the Minister of Health, replied: The 
number of radiographers in the hospital service in England 
and Wales at the end of 1952 was 2652 whole-time and 199 
part-time. The provisional figures at the end of 1956 were 
3087 and 289, respectively. There has been, therefore, a 
marked increase, but there is evidence to suggest that it has 
not been enough to meet the increased demand for X-ray 
services. A sample inquiry in four hospital regions a year ago 
indicated that there was a shortage of 16% on establishment, 
and that not more than half the annual loss was due to reasons 
other than retirement, marriage, or domestic reasons. 

Since then, in November last, the salaries were substantially 
increased and the staffing structure improved following an 
award of the Industrial Court. The salary of the basic grade 
is now £420-485 per annum, and of the highest grade of 
superintendent radiographer £675-850. In my view, it is too 
early to assess the effect of these increases. Meanwhile, I 
have asked hospital boards for information about the staffing 
of radiography departments and the intake of students in 
order to obtain a full up-to-date picture of the position. The 
last return has just been received. 


Dr. Barnett Stross: Is the Minister aware that the 
number of X-ray examinations taking place today are roughly 
twice as many as compared with those that took place before 
the National Health Service was instituted ? Does he not 
agree that the present grades of remuneration that ‘he has 
quoted—for example, the £420 minimum scale—should be 
£650 if it were evaluated with the minimum grade before the 
war and brought up to that standard in accordance with the 
cost of living ? Will he promise to look seriously into this 
matter and ensure that the long waiting-lists, evidence of 
which is to be found in the hospitals, and the fact that people 
have to wait weeks before they can be X-rayed, are brought to 
an end ?—Mr. Vosrper: The situation is unsatisfactory, but 
the existence of a gap between demand and supply is not 
confined to radiography. On the other hand, there has been 
an increase of no less than 50% since 1949. As for remunera- 
tion, this is not fixed by me but by the Whitley machinery, and 
in this case was settled by the Industrial Court only six months 
ago. 

Mr. J. C. Jennrnes: May I ask whether the Minister is not 
aware that there is a serious wastage of trained personnel in 
this service, and does he not agree that it is a very serious 
matter when trained personnel leave this service to take up 
positions with higher remuneration ?—Mr. VosPer: It is 
true that there is a wastage, and I hope that one of the results 
of my inquiry may be to determine more closely the reasons 
for it. 


Mr. ArTHUR BLENKINSOP: Will the Minister keep in mind 
also the very considerable wastage of all kinds of other 
professional workers in hospitals, as well as radiographers ?— 
Mr. Vosrer: It is true that both the deficiency and the 
wastage apply to all medical auxiliaries and to many classes 
of people employed in the hospital service. 


Lieut.-Colonel W. H. Bromitey-DavenPorT: In view of 
the increased importance of radiography and the obvious 
anxiety of those employed in this service, will the Minister 
give every possible consideration to this matter ?—Mr. 
VosPER: One other factor which the House must bear in 
mind is that this matter may be affected by the committee 
under the chairmanship of Lord Adrian which is investigating 
radiological hazards. Therefore, the demand in future may 
not be as great as it is today. 


The Affair at Bath 


Mr. I. J. Prrmawn asked the Minister if he was aware that 
the premises of the Royal National Hospital for Rheumatic 
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Diseases at Bath were in a state of decrepitude and danger by 
risk of fire ; and, in view of the national service and importance 
of this hospital as a centre for the treatment of rheumatic 
diseases, what steps he intended to take to expedite the 
necessary work of reconstruction.—Mr. VosPEr replied : I am 
aware that this hospital falls short of modern standards, and 
I am at present examining the proposal of the South-Western 
Regional Hospital Board that the project to restore it should be 
included in the programme of major building projects which 
are financed centrally. Mr. Prrman: May I ask the Minister 
to urge the national need in serving the whole country upon 
the regional hospital board whose responsibility is primarily 
regional.—Mr. VosPer: I have that in mind. Of course, this 
is not by any means the only hospital which draws its patients 
from all over the country. 


Mr. Tuomas Wriiiams: Is the Minister aware that this 
particular hospital received donations of nearly £90,000 to 
rebuild the hospital before the war ?—Mr. VosPEer: I do not 
think that that point is particularly material; the money 
has to come out of the same pocket, whichever way the 
financing is done. The difficulty is that priorities have 
changed since this hospital was first put down for rebuilding 
and more urgent needs have arisen. 


Domiciliary Psychiatry ° 


Dr. DonaLtD JOHNSON asked the Minister of Health if he 
was aware that, as a consequence of the South West Metro- 
politan Regional Hospital Board experiment in domiciliary 
psychiatry in the Worthing area, the admissions to mental 
hospital in that area had decreased from 166 in the first 
quarter of 1956 to 64 in the first quarter of 1957; and, in view 
of the urgent need to relieve the present overcrowding in 
mental hospitals throughout the country, how soon he would 
be extending a similar service to the remainder of the country. 
—Mr. Vosrer replied: I am aware of this experimental 
scheme, which resembles other schemes in operation elsewhere 
in this country in reducing the number of admissions to mental 
hospitals. Its early results are promising, and I will watch its 
progress with interest, but it is too early to come to a final 
conclusion about it. Dr. Jonnson: Does not the Minister 
agree that this is the simplest and most effective way of curing 
the overcrowding in mental hospitals, and will he, when 
coming to a conclusion on the subject, expedite matters so as 
to introduce these experiments on the widest base possible ?— 
Mr. Vosper: I have studied this scheme. I think it is most 
promising, but I am sure that its authors would be the first to 
agree that it needs more time before we can be quite certain 
as to its results. Dr. Epira SuMMERSKILL: Can the Minister 
say whether there are enough psychiatrists in the country to 
provide a domiciliary psychiatric service ?—Mr. VosPer: It 
would not be possible to establish a scheme like this in every 
area of the country immediately, but, if successful, and if the 
Royal Commission recommends an extension, most certainly 
we will do what we can about it. 


Consultants, S.H.M.O.s, and Senior Registrars 
The number of consultants, s.H.M.O.s, and senior registrars 
in the National Health Service in England and Wales in 1949 
and in 1956 was as follows : 


December, June, 
1949 


1956 

( ‘ionsultants 5190 6695 
Senior hospital ‘medical and dental 

officers ‘ 2000* 2534 

se nior re} gistrars | 1400* 1107 


* Estimated. 


Glasgow Tuberculosis Campaign 


The clinical assessment of patients identified in the Glasgow 
mass X-ray campaign is still proceeding. On May 21, 947 per- 
sons had been admitted to hospitals for further investigation or 
treatment. Another 100 people were due to go into hospital. 


Cost of Prescriptions ~~ 


The average cost per prescription dispensed in England and 
Wales in February was 5s. 7-87d. From a sample it is estimated 
that the average cost for March was about }d. more than in 
February. 


MEDICINE AND THE LAW 





om 1, 1957 


Medicine adh the Law 


The General Practitioner in the Witness-box 


BY A METROPOLITAN POLICE SURGEON 


I HAVE attended almost all the London courts many 
times, and have often listened to other doctors giving 
evidence. Some of them leave the witness-box looking 
very unhappy ; and the impression they have left on the 
court has been equally unhappy. There seems to me to 
be one chief reason for this. An expert witness giving 
evidence is supposed to tell the whole truth and nothing 
but the truth. He should not show bias; and these 
doctors have. 

The commonest example is the ‘‘ drunk in charge”’ 
case in which the doctor has been called by the defence. 
His mental attitude on entering the witness-box seems 
to be something like this : 

I shall tell the truth, but if the wind of sikiilhettabaniie 
truth seems to blow rather cold on my lamb of a patient 
(who is perhaps about to be shorn of his driving licence), I 
shall temper it the least little trifle. 


Entering a witness-box in that frame of mind is dangerous. 
It is, I believe, the chief cause of the trouble that general 
practitioners make for themselves in court, when they 
undertake as amateurs, to engage in a bout of verbal 
fencing with a professional. 

There are several ways in which a doctor can try to 
evade an awkward question. They are all bad. 

He can discard all his scruples and tell a lie. Here are 
examples of things I have heard stated on oath by three 
different doctors. 

‘“* He was perfectly sober when I examined him and could 
not have been under the influence of alcohol an hour and 
a half before that.’’ 

“I examined him for the first time two and a half months 
after he was arrested. At the time of the police surgeon’s 
examination he was suffering from influenza. The police 
surgeon failed to diagnose this.”’ 

‘““He is a nervous man, prone to bilious attacks. His 
stomach is so irritable that it could not retain enough alcohol 
to put him under the influence. He would be sick first.’’ 


I have heard it stated in court that practically all 
the symptoms and signs of mild drunkenness, except 
the smell of the breath, can be produced by high blood- 
pressure, low blood-pressure, exhaustion, sleeplessness 
due to toothache, carbon-monoxide poisoning, aspirin 
poisoning, amphetamine poisoning, congenital derange- 
ment of the cerebellum, influenza, sinusitis, middle-ear 
disease, Méniére’s disease, cerebral arteriosclerosis, mild 
surgical shock, and hypoglycemia (it is true, of course, 
that an overdose of insulin can simulate drunkenness 
very closely). 

Another way of trying to evade an awkward question 
is to break off the engagement by retiring behind a 
smoke-screen of abstruse verbiage—a technique which 
is liable to be poorly received. Another way is to give 
an answer, but not an answer to the question that was 
asked. This is the sort of thing that can happen : 


“Doctor, would having taken four aspirin tablets cause 
this man to be rude to the Inspector ?”’ 

‘“* He must have had some reason for taking four aspirins.”’ 

‘“ Doctor! Would having taken four aspirins cause this 
man to be rude to the Inspector ?”’ 

“We have only the Inspector’s word for it that he was 
rude.”’ 

** Doetor !! Would, &c. ?”’ 

** You can’t just consider the aspirins alone. 
include all the other circumstances.” 

** Doctor ! ! ! Would &c.?”’ 

“ee No.”’ 


‘‘No”’ is the right answer. Everybody in court except 
the expert witness knew that all the time. 


You must 
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A very common pitfall, and perhaps the most ruinous 
of all, is to start to fumble and mumble, hunting about 
for an answer that is not too damaging and yet approxi- 
mately true, The result is usually deplorable. Counsel 
knows at once that the witness is trying to hide something. 
He leaps to the kill and keeps on leaping until he gets it. 

Damaging admissions freely made enhance the 
credibility of the rest of one’s evidence enormously. 

My advice to the general-practitioner witness is this : 
You are going to swear to tell the truth, the whole 
truth, and nothing but the truth. Do not deviate from 
the terms of that oath. You will not then leave the 
witness-box looking, and no doubt feeling, a shattered 
wreck. 

Your patient may not be entirely pleased with your 
performance, but he can have no legitimate grievance. 
Warn him beforehand that you are terrified of the witness- 
box and will on no account embark on any funny business. 


‘Obituary 


HAVEN EMERSON 
M.D. Columbia 


Dr. Emerson, emeritus professor of public health 
practice at Columbia University, a former health com- 
missioner of New York City, and chief epidemiologist 
in the American Expeditionary Force in the 1914-18 
war, died on May 22 at Greenport, Long Island, at the 
age of 82. His age and his appointments might suggest 
a serene retirement, but the spirit which had enlivened 
and made so effective his fifty years’ work in the public- 
health service was still lively, and only a few months 
ago he was energetically denouncing those who opposed 
the fluoridation of civic water-supplies. 

He came of a family with a tradition of public service. 
His father, Dr. John Haven Emerson, was a nephew 
of the essayist and one of New York’s first public-health 
physicians. A few years after qualifying in 1899, Haven 
Emerson joined his father in this work and for the next 
fifty years he took an energetic, witty, and imaginative 
part in every measure to control communicable diseases 
and raise the hygienic standards of the people. He 
treated the last case of cholera in New York ; he helped 
to fight the 1916 poliomyelitis epidemic ; he introduced 
mass radiography for ~— city’s population; he early 
advocated and obtained the pasteurisation of the milk- 
supply. He has been Gescribal. not without good cause, 
as a “superb and dedicated nagger in what the public 
barely knew to be the public interest.” 

His work in the 1914—18 war and later for the League 
of Nations widened his range of action. His relief work 
in Germany and Greece led to his studies on diet, and 
crop deficiencies. He was a man who was easily, and 
usefully, irritated to action, and his dislike of the illogical 
variations of national medical terminology led him to 
work for an international system. 

Not unexpectedly, with his drive and independence 
went a distaste for over-formality in administration and 
over-mechanisation in technique. He once informed 
some of his more conventional colleagues that ‘ the 
test of a doctor’s skill is what he can do with his brains, 
his faith, and carbolic soap.” 

R. H. P., one of his many English friends, writes : 


A year ago I spent the day with Haven Emerson and 
his wife in their home at Greenport, Long Island. He was 
as alert mentally and physically (apparently) as he had ever 
been. Although as intolerant as ever of the ‘‘ fuzzy-minded 
nitwits who speak with authority concerning matters they 
do not understand ’’ he was most tolerant of and gentle to 
all the trees, shrubs, and flowers on his fine estate. At lunch, 
over which he presided with his usual dignity, there was not 
an item which had not been produced on his farm. 

He was proud of his ancestors, proud of his country, and 
proud of the achievements of public health. Although ripe 
in years, his enthusiasm ‘and his confidence in the success 
of the great fight for good health for all mankind might well 
be the envy of any health officer at the height of his career. 


OBITUARY—DIARY OF THE WEEK-——APPOINTMENTS 
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Diary of the Week 


JUNE 2 TO 8 
Sunday, 2nd 
UNIVERSITY eae HOsPITAL MEDICAL SCHOOL, University 
Street, W.C. 
10.15 A.M. Lord Amulree : Medical Problems of Old Age. (Clinical 
demonstration.) . 


Monday, 3rd 
MARLBOROUGH Day HospiTaL, 38, Marlborough Place, N.W.8 
5p.mM. Dr. D. J. West: Hypnosis. 


Tuesday, 4th 
UNIVERSITY OF LONDON 
5.30 P.M. (London School of ae iene and Tropical Medicine, 
Keppel Street, W.C.1.) I Ruiz Castaneda (Mexico) : 
Diagnosis and ‘Treatment a Human Brucellosis. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 P.M. Dr. D. I. Williams: Ectodermal Defects. 


Wednesday, 5th 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
5.15 P.M. History of Medicine. Prof. John Fulton {Yale) : The 
ames accorded Harvey’s discovery during Harvey’s 
ife. 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
3 p.m. (Hammersmith Hospital, Ducane Road, W.12.) Dr. 
G. I. M. Swyer: Intersex. 
ay oy | OF DISEASES OF THE CHEST, Brompton, S.W 
5p.M. Dr. Margaret Macpherson : Pulmonary Collapse in > hildres. 
INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. Henry Haber: Benign Tumours of the Corium. 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P.M. (Royal College of Surgeons, 18, Nicolson Street.) Prof. 
J. H. F. Brotherson: Some Observations on Accidents. 


Thursday, 6th 
ROYAL SOCIETY OF MEDICINE 
P.M. United Services. Colonel T. M. Ahern, Lieut-Colonel 
R. Waterston, Lieut.-Colonel R. S. Hunt: Mass 
Casualty Management. 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
4.30 p.m. (Chelsea Hospital for Women, Dovehouse Street, 
8.W.3.) Mr. L. P. LeQuesne: Postoperative Fluid and 
Electrolyte Balance. 
NUFFIELD ORTHOP2DIC CENTRE, Wingfield-Morris Orthopedic 
ge ow 
8.30 P.M . M. C. Mensor (Stanford University, California) : 
Mobility’ Studice of the Lower Lumbar Spine in Relation- 
ship to Low Back a 
UNIVERSITY OF ST. ANDREW: 
5 P.M. geen’ Comene, Denies. ) Prof. G. H. Bell: In Search of 
ellagra. 


Friday, 7th 
ROYAL SOCIETY OF MEDICINE 
4.30 P. z Experimental Medicine. Dr. Hugh Davson, Dr. Honor 
Smith: Penetration of Drugs into the Cerebrospinal Fluid. 
PosTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
10 a.m. Mr. H. G. Hanley: The Modern Treatment of’ Renal 
Tuberculosis. 
St. Mary’s HospiraL MEDICAL ScHoot, Paddington, 
5 P.M. Mr. Leslie Williams: The Use and Value of x. -rays in 
Obstetrics. 
INSTITUTE OF NEUROLOGY, National Hospital, Queen Square, W.C.1 
5.30 P.M. —— G. A. G. Mitchell: The Innervation of Blood- 
vessels. 
INSTITUTE OF OBSTETRICS AND GYNACOLOG 
4.30 p.m. (Queen Charlotte’s Hospital, Goldhawk Road, W.6.) 
Prof. J. Chassar Moir: Diagnostic Radiology in Obstetrics. 








Appointments 
BRYCE-SMITH, ROGER, D.M. Oxfd, F.F.A.R.C.S., D.A.: consultant 
anesthetist, United Oxford Hospitals. 
Crow, K. D., M.B. Lond., M.R.C.P. consultant dermatologist, 
Swindon/ Cirencester area hospitals. 
Dutron, W. A. W., M.B. Brist., M.R.C.0.G., M.M.S.A.: tutor in 


obstetrics and gynecology, Queen’s University, Kingston, 
Ontario, Can “ 

JENKINS, ANITA J., M.D. Lond., D.C.H., D.P.H. : 
schoo] M.O., Swindon. ‘ 

Jones, C. T., M.R.C.S., D.P.H.: deputy M.O.H., Mid-Warwickshire 
joint sanitary committee. 

LAYLEE, A. M., M.B. Lpool: M.o., Atomic Energy Research Estab- 
lishment, Harwell, Berkshire. 

MATHEWS, E. T., M.B. Birm., F.F.A.R.0.8.: part-time consultant 
anesthetist, ‘Midland centre for nounocutgery and United 
Birmingham Hospitals. 

PINKERTON, PHILIP, M.D. Edin., D.P.M.: consultant Ps ae 
and lecturer (c hild psychiatry), United Liverpoo ospitals, 
and Royal Liverpool Children’s Hospital. 

TERRELL, J. D., M.B. Glasg., D.C.H. : assistantM.0., school health and 
child welfare services, Worcestershire. 

WatTTon, R. W., M.B. Lond., D.P.H.: assistant M.O.H. and school 
M.O., Croydon. 


South-Western ss Hospital Board : 
BENNETT, M. ‘Leak, F.R.C.8., M.R.C.0.G., D.M.R.T.: COn- 
sultant PTR 7. oE and ‘gynecologist, Bristol Clinton area. 
CROSSLEY, JOHN, M.B. Camb., F.R.C.S., M.R.C.0.G. : nsultant 
obstetrician, —- clinical oe 
TroTrer, J. K., M.R.C.S., F.F.A.R.C.S., D.A. : 
the tist, West Cornwall clinical | one. 


assistant M.O.H. and 


consultant anses- 
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Notes and News 


A SIMPLE PRECAUTION 


Youne doctors in the London area should consider care- 
fully the advantages offered by a little-known but most 
helpful body—the Society for Relief of Widows and Orphans 
of Medical Men. Founded in 1788, this society has a long 
record of good work; and even in these days of super- 
annuation schemes its aid is sometimes invaluable to a 
doctor’s dependants who find themselves in difficulties 
because of his death after a long illness or unexpectedly. 
Such aid could be given more widely if more doctors would 
qualify for it by joining the society. 

For membership, the candidate must be a male registered 
medical practitioner who at the time of election is living 
within 20 miles of Charing Cross. The annual subscription 
s 2 guineas for members under 35 on admission, 3 guineas 
for those aged 35-45, and 4 guineas for those over 45. A 
medical examination may be required, and relief is given only 
to widows and orphans of deceased members of not less than 
three years’ standing. The present income-limit for eligibility 
for grants is £150 per annum, but the directors can consider 
cases in which it does not exceed £200. The society has 
resources of over £120,000, and last year it distributed £4130. 

The president is Sir Robert Young. Inquiries about member- 
ship should go to the secretary, Dr. J. A. Struthers, at 11, 
Chandos Street, Cavendish Square, London, W.1. 


WORLD HEALTH ASSEMBLY 


At the tenth World Health Assembly, the committee on 
programme and budget recommended a budget of just over 
$13,500,000 for 1958, and this figure was adopted by the 
assembly (the budget for this year is $12,550,000). The 
committee asked W.H.O. to undertake a research programme 
on the epidemiology of cancer: carcinogens in the environ- 
ment would be studied and comparative statistics published. 
W.H.O. would also advise on cancer registration and definitions 
of nomenclature. 

The committee called for the training of health physicists 
and doctors in the public-health aspects of atomic energy. 
A course in health physics will be held in Zirich this year ; 
and the disposal of radioactive wastes is being studied. The 
World Federation for Mental Health has drawn attention 
to the mental and social factors involved in the use of atomic 
energy. A proposal to appeal for a ban on atomic-bomb 
tests was ruled out of order by the chairman, whose rule was 
upheld by a vote of the committee. 

The malaria fund stands at $123,800, but more money is 
needed. It is estimated that malaria could be eradicated in 
some of the larger countries of Asia if $15 million a year were 
provided for five years. The committee emphasised the 
need for research into mosquito resistance to insecticides, and 
the dangers of reinfection across frontiers. 

On the recommendation of the committee on administration, 
finance, and legal matters, the assembly asked Dr. M. G- 
Candau to renew his contract as Director-General for another 
five years. 


PROFESSIONS IN A CHANGING SOCIETY 


Prof. W. MANSFIELD Cooper, vice-chancellor of the Uni- 
versity of Manchester, spoke on this subject in his address 
at the annual meeting of the Manchester Medical Society 
on May 1. Dr. J. F. Wilkinson, the president, was in the 
chair. 

It was curious, he said, that almost the whole of the 
literature on the subject was peripheral and took the essence 
of a profession for granted. Perhaps the only way of approach 
was by a study of characteristics common to all the pro- 
feasions. The first characteristic was that a profession must 
be “‘ learned ’’: techniques might be essential, but they, were 
the accidents not the essence of professional activity. Secondly, 
the object of professional activity was never primarily material 
reward, as was shown to some extent by a study of the right 
to sue in respect of fees and expenses in the two professions 
of medicine and law. Perhaps the most serious development 
at the present time was the growth of pseudo-learngd voca- 
tions seeking professional status and seeking legislative 
recognition, the object which was partty exclusion from, or 
control of entry to, the profession, and thus the limitation of 
competition. A study of American trends showed how very 
far this had gone. 


NOTES AND NEWS 
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Beathesne oe then set out to adem the circumstances in 
which a new profession might emerge in modern society. 
To seek State recognition might solve certain problems but 
it created others, particularly in relation to the essential 
characteristic of professional autonomy. Here the increasing 
dependence of the medical profession on the National Health 
Service produced problems of a quite acute character. 

A study of recent trends suggested that in a democratic 
society the professions must on the one hand attempt to 
interpret themselves intelligibly to that society but must on 
proper occasions resist popular clamour. In medicine the 
situation looked brighter than it had a few years ago, for the 
courts, after a series of cases in which the patient had been 
successful, had become much more critical of actions against 
the medical practitioner and were obviously attempting to 
understand the difficulties in the path of the doctor. 


THE ROYAL SOCIETY 


Drnosavurs’ eggs sat beside a model of the insulin molecule 
at the society’s conversazione on May 23. Demonstrations 
and exhibits of strictly medical interest seemed quite staid 
compared with some of the dashing affairs elsewKere. For 
instance, what physician or surgeon could hope to produce 
results as impressive as those modestly displayed by Dr. 
P. W. Brian and his colleagues, of the I.C.I. Akers Research 
Laboratories, who had been studying the stimulation of plant 
growth by gibberellic acid ? This substance, a metabolite of 
a fungus pathogenic to plants, can stimulate the growth of 
stem internodes and sometimes leaves in growing plants. It 
has been shown to “ reverse’’ genetic dwarfism in some 
plants. The I.C.I. team say cautiously that far more experi- 
ence is needed before the practical significance of these effects 
can be assessed ; but that did not prevent them from nearly 
raising the roof of Burlington House with their monster plants. 

Dr. P. A. Merton, of the Medical Research Council’s neuro- 
logical research unit at Queen Square, very effectively demons- 
trated compensatory rolling movements of the eye in man. 
He had persuaded some strong-stomached friends to sit in a 
swing which then rotated about the line of sight. Through a 
magnifying system, it was then possible to examine the eye 
and to note how it rolled in its socket in the opposite direction 
to the movement of the head so as to minimise the relative 
rotation of the image on the retina. This accurate stabilising 
mechanism enables vision to remain clear even during violent 
exertions. 

The midwifery department of Glasgow University and the 
physics department, Western Regional Hospital Board, 
Glasgow, explained the artificial respirator they have been 
using for newborn infants. This is a servo-respirator in which 
a baby’s feeble effort to take a breath is detected, amplified, 
and used to release a supply of air or oxygen from a cylinder. 
The infant thus gets air when he wants it and his breathing is 
not dependent on his own perhaps feeble strength. 

Inherited differences in certain human serum proteins known 
as haptoglobulins were demonstrated by Dr. A. C. Allison 
and Mrs. W. ap Rees, of Oxford. When red cells are lysed 
in the circulation, the liberated hemoglobin is normally 
bound to the haptoglobulins. In most subjects hwmoglobin 
appears in the urine only when its level in the plasma exceeds 
the combining power of the haptoglobulins, i.e., only after 
severe hemolysis. Peaple without haptoglobulins are much 
more liable to hemoglobinuria and therefore to iron deficiency. 

The striking coloured model of the insulin molecule was 
brought by Dr. F. Sanger, F.R.s., from the department of 
biochemistry at Cambridge (the dinosaurs’ eggs came from the 
British Museum). Dr. K. M. Smith, r.R.s., and his colleagues 
at the Agricultural Research Council’s virus research unit, 
showed how X-ray analysis and electron microscopy had been 
used to deduce the structure of plant viruses. 


MEDICINE AND THE HEALTH SERVICE 


At the annual meeting of the United Sheffield Hospitals on 
April 25, Dr. E. J. WAYNE, regius professor of medicine in 
the University of Glasgow, spoke on the Changing Face of 
Medicine. 

Prevention, he said, is always less dramatic than the results 
of failure to prevent, just as a Major Road Ahead sign is less 
exciting than an ambulance and a tangled mass of wreckage. 
Nevertheless, the vastly improved health of the community 
today is probably to be attributed more to the prevention of 
disease than to the potent remedies which we now possess. 

Turning to the progress made in the administration of medi- 
cal services, he pointed out that advances in medical science 
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are of little value to the community unléss-they can be made 
readily available through what has been called “‘ medical 
engineering.’’ In general practice the danger of the present 
position is that the patient is tending to regard the practitioner 
not as an adviser but as a person to give prescriptions and 
certificates or to refer him to a specialist if the illness is more 
than very minor. While the quality of the hospital service 
has on the whole notably risen since 1947, Professor Wayne 
drew attention to the major problem created in most hospitals 
today by the disabled and often aged patient who cannot 
return to his own home. “ There are far too few suitable long- 
stay hospitals for such persons, with the result that they fill 
the beds of hospitals expensively staffed and equipped for 
quite different purposes. sNo business concern would tolerate 
this type of waste, which is equivalent to using a factory 
equipped for making precision instruments for the manufac- 
ture of tintacks. Yet to a greater or less degree it is a feature 
of our hospital service in all parts of Great Britain.”’ 

It has been said that while money may not lead to happiness 
at least it enables one to be miserable in comfort. In the same 
way, Professor Wayne said, the National Health Service 
enables sickness to be endured under better conditions by 
early treatment at home or by admission to hospital. But, 
apart from dealing quickly with the acute infections and 
surgical emergencies, it has not in a statistical sense greatly 
increased the general health of the community. ‘“ One some- 
times wonders,"’ he added, “if we are getting an adequate 
return for the £50 million we spend annually on drugs. Many 
of these are used to relieve comparatively trivial symptoms 
and the public might be just as well off without them.”’ 


University of Cambridge 


On May 18 the following degrees were conferred : 
M.Chir.—R. B. McGrigor. 

M.B., B.Chir.—G. J. Jewell. 

M.B.—P. D. Mulcahy, Mary E. Jewell. 


Pinsent-Darwin studentship.—Applications are invited for 
this studentship in mental pathology. 

Its annual value is £500, and the normal tenure is three years. 
Applicants should write be fore July 1 to the secretary of the student- 
ship, Psychological Laboratory, Cambridge, stating their age and 
qualifications and the general nature of the researc h that they wish 
to undertake. 


Royal College of Obstetricians and Gynecologists 

At a meeting of the council held on May 25, with Sir Charles 
Read, the president, in the chair, the following were elected 
to the council : 

As representatives of m fellows: W. C. W. Nixon, F. E. Stabler, 

. N. MacGregor, C. H. G. Macafee. 

As representatives of the members : T.L. T. Lewis, Robin Murdoch. 


Sir Russell Brain was admitted to the honorary fellowship. 
= pycise were admitted to the fellowship : 


Barkla, T. S. M. Barnett, F. A. Bellingham, N. B. Capon, 
phan Wai Chan Chun, Alexander Culiner, W. D. Cunningham, 
J. P. O. Erskine, Mary Evans, W. R. Foote, F. D. Johnston, K. T. 
Macfarlane, T. ‘A. Mac farlane, G. B. Maughan, Daw yin ae 
W. G. Mills, Kripananda Mitra, J. G. O’Donoghue, H. Pellew, 
Percy Peltz, D. A. Ranasinghe, W. J. Rawlings, R. M. — D. W 
Sparling, Dorothy M. Stewart, James Walker, J. F. B. Wyper. 


The following were admitted to the membership : 


D. C. Aird, G. B. Batchelor, R. Po T. Boland, G. D. D. Cable, 
Mahomed Ismail Cassimjee, J. 8. . Chambers, Probhat Kumar 
Choudhuri, C. Clemetson, a4 ae Digwood, Ammud Freier, 
W. d. Garrett, Ww illiam Gault, William Gavin, Ivan Goldman, C. J. 
Goosen, Be rnard Kirsch, Margaret A. Lakeman, i Ww. Lillie, = H. 
McCrostie, J. G. Markus, A. E. B. Matthews, T. E. Michael, A. B. 
Miller, Arun Kumar Mitra, Jessie M. B. Mui Sg A. Cc. C, Pinion, 
L. J. Rice, Ray Richards, T. J. Ryan, G. J. W. Stump, Sarosh 
Meher Thanevala, K. F. G. Wilson, Robert Yule. 


Scottish Society of Anesthetists 


The executive council of this society for 1957-58 is as 
follows : 


President, Dr. Robert Lawrie; vice-president, Dr. R. N. Sinclair; 
hon. secretary, Dr. M. Shaw; other members, Dr. H. B. Wilson, 
Dr. J. Straton, Dr. J. R. Kyles, Dr. H. Fairlie, Dr. A. C. Forrester, 
Dr. A. W. Raffan, and Dr. W. Christie. 

The society’s prize for the best paper submitted by a 
registrar has been awarded this year to Dr. D. B. Scott. 


Royal College of Physicians of London 

On June 3, the first day of the celebrations of the Harveian 
tercentenary, the college is holding a memorial service at 
St. Paul’s Cathedral at noon. The service is open to all who 
care to go. 
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University of London 


On Nov. 22-Sir Charles Lovatt Evans, F.R.s., will be among 
those on whom honorary degrees are conferred. He will 
receive the degree of doctor of laws. 


At a recent examination the following were successful : 


D.P.M.-—H. R. Alderton, A. A. Bartholomew, D. T. F. MacSorley, 
C. M. B. Pare, A. C. R. Skynner, H. J. Walton. 


The following have passed the final examination for the 
degrees of M.B., B.S. 


Honours.—D. R. Amies (e), London; M. A. Barraclough (6, 
St. Thomas’s; Pauline M. Feavers (e), Royal Free; Ann L 
Field (c), Royal Free; R. B. Fountain (d), St. George’s ; Maurice 
Gross (6), St. Thomas’s; Joyce R. Hayter (e), Charing Cross ; 
R. GO. Hicks (d), Univ. Coll. Hosp. ; M. J. McLoughlin (a), St. Mary’s ; 
D. I. Macnair (d), Middlesex; B. L. Pentecost (a, 6), St. Mary’ “Fe 
Michael Roburn (a), St. Mary’s; Cicely M. 8. Saunders (d), St. 
Thomas’s; Jan Schneider (e), London; J. A. P. Trafford (c), 
Guy’s; A. J. Zuckerman (a, b, e, university medal), Royal Free. 

(a) Distinguished in pathology ; ; (6) distinguished in medicine ; 
(c) distinguished in applied pharmacology and therapeutics ; 
(d) distinguished in surgery; (e) distinguished in obstetrics and 
gyneecology. 


Pass.—W. J. Adam, Mary M. Adlington, E. U. Akpabio, T. G. L. 
Allum, A. J. U. Anderson, R. St. J. Angel, E. ¥: App legate, A. R. 
Archer, Joan H. Arthur, Paul Atkins, Martin Austin, J. B. Baker, 
Elizabeth S. Barker, A. G. Barrow, G. P. E. Beaney, N. J. M. Bebb, 
Irene D. Bennett, T. W. Benson, M. C. Berenbaum, M. J.P. Berkley, 
Elsie E. M. Bickham, B. D. Birt, T. J. Biscoe, Dorothy M. ee 
P. G. Bond, Rosemary yy | * i Bone, D. J. car ag V. Boyd, 
I.d. Brand; . M. Bristow, s Broad, A. G. Brown, ou Brown, 
T. J. Buc her, a M. Bull, p- Burles, e ih Burrell, Eunice = 
Burton, W. i. Cannon, Mary Si. Canvin, Margaret T. Challis, J. A. 
Chalmers, Zoé D. Chamberlain, D. J. M. ss A. M. A. ‘Clark, 
G. M. Clark, R. C. Clark, M. Chast. J. T. Clement, J. R. 
Clough, T. D. Cochrane, » en R. Colston Nine EK. C. Loltart, 
Christina M. Comty, P. L. Constantine, Angela R. Cooke, S. R. 
Cooke, E. J. Coomey, ao Corbett, S. k. Costley, Phoebe M. Gotes, 
M. J. Coucher, D. R. Couchman, G. Cowburn, J. M. R. Cox, R. A. 
Crawford, W. A. ao“ W. A. Cuthbertson, J. de B. J. Dade, 
Jane B. Davey, N. B. Davey, R. C. 1 D. W. Davies, H. G. 
Davies, J. A. Davis, Barbara ©. Dean, I. A. A. De Coutére, Ann C, 
Deuchar, B. P. D lion, D. M. Dingle, B. oe Dixon- -Warren, “Anne C. 
ere M. P. Dowdell, M. J. D er, Elizabeth M. Edmunds, 
. J.B. ‘Rdwards, Joan M. Edwards, . Edwards, P. J. Kisinger, 
6: D. Evans, Pamela F. Fancourt, Ce Ss. Ferguson, Barbara 4 
Fessey, Elizabeth C. Finn, Hilary K. J. Fisher, G. N. Flahert 
J. G. Flatman, Evelyn C. Foot. i b: Forbes, Bruce Foster, J. A. 
Fox, H. French, Valentine I. French, E. S. Garnett, J. O. 
Garnham, J. R. M. Gibson, Gay J. —. M. E. Gloster, Jerem 
Goodchild. C. Goodwill], Paula J. H. Gosling, Judith F. Goul 
J.N. eles eae B. D. Grant, Hilary J. Graver, M. W. Greaves, 
David Grocmwone, J. M. R. Gr. fiths, Olive M. Grundy, Jean A. 
Hagger, D. 8. Hall, Dorothy L. —_ J. G. Hal, J. G. Hail, A. H. 
Halstead, D. L. Hamplend, H. W. I. Hannan, D. A. Hanania, 
Eileen Harris, Rosalie’ M. AS Bloom, B. ms Harrold, V. J. 
Hartfield, A. G. Harwood, Michael Hatfield, P. . Hawker, Doris I. 
Hawkins, Sally Haynes, M. R. Heal, Margaret M. Healey, D. B. E. 
Hennessy, P. R. Hewett, Jennifer Hill, Phyllis M. Hi, M. N. 
Hirons, L. J. Hobbs, Maureen J. Hodgson, Johanna C. J. Hogerzeil, 
J. J. Holden, Margaret B. Howell, P. J. W. Howes, R. Hudson, 
D. C. Humphrey, Gillian A. L. M. Hunt, R. F. Hunt, S. W. Hyams, 
Ekpo Etim Inyang, Hannah E. Jacoby, i; oo D. Jones, M. 
Jeffreys, P. J. Jennings, B. L. Johnson, A. E. Jones, J. . Jowitt, 
A. C. Kaeser, R. C. Kempster, B. = Koby Me 8. Roses De Ww. Keys, 
Kalya Kitiyakara, Peter Knight, D. A. Saeeen, Patricia O. Lane, 
eg Langhan, William Larkworthy, M M. J. Lavine, D. G. Law, 
. T. B. Lawrence, Seymour Lazarus L. Lee, Frances Lefford, 
“H. Lemon, Ian Lewis, Helen A. Linn, Ann V. C. Lloyd, Mary K. 
name, Tan McColl, Gillian B. McCullagh, Terence McGovern, 
A. G. Mackenzie, 6. P. Mansfield, J. E. Mansfield, William Manton, 
i An Martin, Nancy EK. V. Matth hews, P. A. "Mead, Kanubhai 
Nay ag Mehta, D. S. Meldrum, A. B. Milne, Vinod Ratilal Mody, 
D. Moore, Eatietee M. Moor re, KE. B. Morgan, R. V. Morris, 
D. it! Morrish, F H. Muir, R. C. Mulholland, M. R. Munro, B. R. P. 
Murray, Carmel Myers, Patricia M. Neale, Lotte T. Newman, 
Sally E. Newton, _ R. Nicholson, K. T. Nicolson, Ann M. Notle 
R. KE. Owen, D. Ww. Parsons, Parsons, D. W. Patient, B. V 
Sal ner Jean M. Peacey, P. T. Penny, John Pimm. rived. Pinder, 
. C. Pitt, Ann M. Pocock, Kristin 8. J Pool, R. Potter, 
D. A. Si. Pratt, V. J. Pratt, Leslie Pri ; Rena Suits Proud, 
J. D. Raiman, Vivian M. Rakoff, Rudra anaretnam, Heather G. 
Rawlinson, R. L. Raymakers, Joan M. Read, Jeanne D. Reeve, 
P. BR Riddle, Elizabeth A. Ridley, R. B. Roberts, David Robertson, 
D. S. Robertson, Marita R. Rodan, J. E. Rogers, Muriel E. Rolfe, 
Cc. W. qitutherford, . y H. R. Salter, T. D. Sayer, A. M. Segal, 
H. G. 8. Sergeant, J. Sewell, P. C. Shaw, Mary P. Shepherd, 
A. G. Sherman, Mary Sipeitas, H. Simonian, G. B. Smith, R. D. 
Smith, A. G. Smart, R. C. Seale M J. Solan, Janet M. Spencely, 
John Spencer, R dD. L. Spurring, R. H. Stearn, D. 8. Stephens, 
M. A. Sternberg, J. L. Storey, Pamela J. Stow, P. E. N. Suter, 
J. F. Tattersfield, A. R. Taylor, J. F. Taylor, 8. A. W. Taylor, 
M. F. Terry, Audrey A. Thomas, Edith H. Thomas, J. P. Dz. 
Thomas, Susan Thomas, W. I. T. E. Team, C . D. Thom we 
Elizabeth M. T. Thyne, Janet E. Timberlake, P. J. Temifm, 
Treissman, Angela M. Tresidder, John Tudor;.K. B. Tyrer, R. = 
Underwood, Anne Y. = Wadlow, R. M. Wakeley, D. - Walk, 
R. J. C. Walkey, M. T. Wallace, D. C. Wallbridge, M. P. Walsh, 
A. R. Warner, Joyce Necker, Christopher Jastell, J. 8. “Waters, 
R. R. Watkin, D. M. Watso E. Watson, Joyce M. Watt, 
Felice M. Weber, Gillian de M. L. Weller, P. B. Whatmore, au . 
Wigley, A. D. Williams, G. B. Williams, M. J. Williams 


Williams, Anne M. Wilson, E. H. Wilson, Judy WWilecn, 
Susan M. Wilson, R. S. Winwood, B. M. Woodwara, Trevor 
Woodward, J. W. Woolley, Judith M. Weight N. J. L. Wright, 
G. B. Wyatt, D. G. Yetman, D. A. Young. 
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Sir James Walton Memorial 

A library in memory of Sir James Walton has been installed 
in the committee room of the Gemmological Association. The 
library contains some of the gemstones and gem minerals he 
collected and the gem-testing instruments which he made. 


Hunterian Society 

The subject for this society’s 1957 essay competition is 
the Diagnosis and Management of Coronary Disease in General 
Practice. The competition is open to all general practitioners. 
Further details may be had from the hon. secretary, Dr. C. W. 
Kesson, 51, Harley Street, London, W.1. 


Experimental Research into Ageing 

The trustees of the Ciba Foundation are offering in 1958 
not less than five awards (£300 each) for investigations into 
the basic problems of ageing. Entries must reach Dr. G. E. W. 
Wolstenholme, director of the foundation, 41, Portland Place, 
London, W.1, not later than Jan. 1, 1958. 


World Federation for Mental Health 

The annual meeting of this federation will be held this year 
at Copenhagen from Aug. 11 to 17. The theme of the meeting 
will be Growing Up in a Changing World. Further particulars 
may be had from the secretariat, 19, Manchester Street, 
London, W.1. 


Biology of Hair Growth 

The British Society for Research on Ageing is to hold a 
symposium on this subject at 1, Wimpole Street, London, W.1, 
from Aug. 7 to 9 under the chairmanship of Prof. William 
Montagna. Further particulars may be had from Mr. G. H. 
Bourne, D.sc., histology department, London Hospital, E.1. 


Banting Memorial Meeting 

This meeting, which is organised by the British Diabetic 
Association, will be held in Oxford on Friday and Saturday, 
July 12 and 13. Prof. H. A. Krebs, F.R.s., will give the Banting 
lecture, on intermediary metabolism in the diabetic organism, 
and Prof. C. H. Best, r.x.s., will speak on oral hypoglycemic 
agents. The full programme may be had from the secretary- 
general of the association, 152, Harley Street, London, W.1. 


Flour and Bread 

The Nutrition Society is holding a symposium on this 
subject in the Anatomy School, Cambridge, on Friday and 
Saturday, July 5 and 6, under the chairmanship of Sir Rudolph 
Peters, ¥.R.s. The speakers will include Dame Harriette 
Chick, p.sc., Miss E. M. Widdowson, p.sc., Prof. R. A. Morton, 
F.R.S., Dr. H. M. Sinclair, and Mr. J. R. Nicholls, p.sc. Further 
particulars may be had from Miss D. F. Hollingsworth, 
c/o Ministry of Agriculture, Fisheries, and Food, Great 
Westminster House, Horseferry Road, London, 8.W.1. 


National League of Hospital Friends 

Mr. Dennis Vosper, the Minister of Health, speaking on 
May 24, at the annual meeting of this league, said that he 
would like every hospital to have its own special group of 
supporters. Hitherto mental and mental-deficiency hospitals 
had not been nearly so well befriended, but he was now glad 
to see that there had been exceptional progress in the forma- 
tion of leagues of friends of mental hospitals. Nothing could 
be more important because these hospitals were so often 
situated in old buildings, designed for another age in mental 
health, and located in remote districts. Those who do work 
in association with mental hospitals would be aware of the 
enormous change in attitude and treatment which had taken 
place during recent years. It must be our aim to convince the 
public that they should look upon a mental hospital as upon 
an ordinary hospital for the physically sick, and he was sure 
that an active League of Friends could help towards breaking 
down remaining barriers. Many people, he added, thought 
that with the advent of the National Health Service in 1948 
voluntary work was no longer wanted in the hospitals of this 
country. He did not believe that attitude was ever adopted 
by those in any way associated with the hospitals, and there 
could be nothing but tragedy if this should ever come to 
pass. Perhaps it was not as widely known As it should be that 
in the past few years there had not been a decrease in voluntary 
work for hospitals, but a most startling and welcome increase. 
** Although the League of Hospital Friends are not mentioned 
by name in any Act of Parliament, I, like my predecessors, 
regard them as essential partners in the health service.”’ 


NOTES AND 





NEWS 


[JuNE 1, 1957 


Tuberculosis Conference in Glasgow 

The British Tuberculosis Association and the Tuberculosis 
Society of Scotland are holding their annual conference in 
Glasgow from June 26 to 29. Further particulars may be had 
from the administrative secretary of the association, 59, 
Portland Place, London, W.1. 


Reciprocal Benefits 

A convention on social security between the United Kingdom 
and Belgium has been signed. It covers benefits for sickness, 
maternity, death, unemployment, old age, widowhood, orphan- 
hood, and industrial accidents and diseases, and family 
allowances. It will not come into operation until it has been 
ratified by both Governments. 


Calvert Memorial 

On May 23 Sir Geoffrey Jefferson, F.R.s., unveiled a portrait 
of the late Cecil Calvert which his medical colleagues on the 
staff of the Royal Victoria Hospital, Belfast, are giving to 
the hospital. In accepting it Mr. Victor Clarendon, the 
chairman, announced that the hospital committee are to set 
up, from their “free funds,’’ a Cecil Calvert research 
scholarship. , 


Control of Chemical Additives in Food 

This subject will be discussed at a joint meeting of the 
Food Law Institute of the United States and the food group 
of the Society of Chemical Industry, the Society for Analytical 
Chemistry, and the Association of Public Analysts, to be held 
at the Royal Institution, London, on Friday, July 26, at 
10 a.m. Further particulars may be had from the offices 
of the Society for Analytical Chemistry, 14, Belgrave 
Square, 8.W.1. 


Therapeutic Substances Act, 1956 

By regulation, novobiocin, oleandomycin, spiramycin, 
prednisone, and prednisolone have been brought under ‘the 
control of part m of this Act and from June | their sale and 
supply will be restricted. 

Since the provisions of part 11 of the Act apply to any 
preparation which contains a controlled substance, it appears 
that the sale and supply of ‘ Sigmamycin,’ which is understood 
to be a mixture of tetracycline and oleandomycin, are subject 
to control. 


Latency and Masking in Viral and Rickettsial Infections 

From Sept. 4 to 6 the University of Wisconsin School of 
Medicine is holding a symposium on this subject to consider 
recent information on human, animal, and plant systems that 
bear on the interaction between host cell, infecting agent, 
and the cellular environment. The speakers from England 
will include Dr. C. H. Andrewes, ¥F.n.s., and Mr. F. C. Bawden, 
F.R.S. Further particulars may be had from Dr. A. 8S. Evans, 
division of preventive medicine, University of Wisconsin 
Medical School, Madison, Wisconsin, U.S.A. 


L.C.C. Child-guidance Clinics 

Besides using 29 hospital and other child-guidance clinics 
the London County Council has established four child-guidance 
units—at Earls Court, Battersea, Brixton, and Woodberry 
Down. A report presented to the Education Committee on 
May 29 says that, during 1956, 516 applications were received 
for reference to these four units, and at the end of the year 130 
children were awaiting a first interview and 63 had been inter- 
viewed and awaited treatment. Though very urgent cases 
can usually be seen within two or three weeks, the waiting 
period for other cases is two to three months for interview and 
between three and eight months for treatment. After consulta- 
tion with the regional boards which provide the medical staff 
(but not the psychologists and psychiatric social workers), it 
is proposed that from Sept. 1 the unit at Earls Court shall be 
expanded and that a new unit shall be established at Queen’s 
Road Centre, Peckham, to serve part of south-east London. 


¢ 


Dr. Hirotoshi Hashimoto, president of St. Luke’s International 
Hospital, Tokyo, Mr. Yoshisuke Kasai, vice-president of the 
Japanese Red Cross Society, Mr. Toshikatsu Kuraki, chief of the 
planning section at the ministry of health and welfare, and Dr. 
Nobuo Tsuda, assistant chief of the tuberculosis prevention section 
of the ministry, are spending ten days in Britain, studying the 
National Health Service in a programme organised by the British 
Council. ’ s . ee 

CORRIGENDUM: Wilson’s Disease.—In the letter by Dr. 
Hall and Dr. Neale last week (p. 1089), the last sentence of the 
first paragraph should have begun “ Indeed, balance studies 
in three of our patients...’ We regret that we wrongly 
inserted “‘ untreated.’’ The authors stress that none of the 
balance studies was done during a period of active copper- 
removing therapy. 
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Permit the hay fever patient 
to get out and about 


The hay fever patient views the summer months with 
dread, but his anticipation and indeed, the realisation 
of his pleasures and activities need not be marred. 
With modern therapy, the distressing symptoms can 
be adequately controlled. 


Piriton, an improved antihistamine, is unexcelled in 
the degree and speed of relief that it affords and its 
freedom from side-effects. 


Piriton is available in a wide range of practical 
dosage forms to suit all ages. 


PIRITON 


(Chlorpheniramine maleate) 


Piriton Duolets in bottles of 25 and 250 Duolets; 

Piriton Tablets in bottles of 25 and 500 tablets; 

Piriton Injection in ampoules of 1 c.c. in boxes. of 
5 and 100 ampoules; 


C57/244-5 Piriton Syrup in bottles of 4 fluid ounces. 
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“Yes Doctor, I’m doing famously since 
you told mother to start me on solids 


with SCOTT’S Twin-Pack”’ 
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Tomorrow she will be in hospital undergoing 
an operation. Not a serious one, and she’s not 
looking very serious about it, is she? She’s a 
sensible girl and has complete faith in modern 


medicine and surgery. The doctors and nurses 
who look after her in hospital put their trust in 
British Oxygen equipment and gases. Like 
hers, their trust is well founded. 


() BRA TiIsSsSsHo oOoxYGaEzEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
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DETERGENTS 
AND THE SKIN 





“We have found... that the incidence of skin trouble 


attributable to synthetic detergents is no higher 
than that previously due to the use of soap products, 
alkalis and allied preparations” 


REPOR? OF THE GOVERNMENT COMMITTEE ON SYNTHETIC DETERGENTS, 1956 


THE VITAL ROLE 
OF DETERGENTS 
TO-DAY 


SINCE THEIR introduction, six years ago the new wash- 
ing products, now generally known as “‘detergents,” 
have revolutionised British household washing. This 
is because they give superior performance in hard 
water, leave clothes and dishes demonstrably cleaner, 
and leave no dulling film as soaps usually do. 


Women have been quick to appreciate these advan- 
tages. Thus, while the first weekly wash detergent 
(Tide) only achieved national distribution in Septem- 
ber 1952, detergents as a whole now account for more 
than half of the total washing powder market. They 
are in constant and regular use in practically every 
home in this country, and there is no evidence that 
they have yet reached the peak of their popularity. 


Their effect on the skin 


Thomas Hedley & Co. Limited, makers of Tide and 
other detergents, constantly test their washing pro- 
ducts to determine their effect on the skin of house- 
wives. In addition to every kind of accepted laboratory 
technique, such as patch and immersion tests, Hedley 
have conducted, under careful medical supervision, 
prolonged home usage tests. These were developed to 
obtain a reliable measure of the mildness of washing 
products under normal usage conditions in the home. 
Observations on over 12,000 hoiisewives have shown 
that household detergents as a class do not differ in 
their effect on the skin from all-purpose soap powders, 
as a group, which have been used for years. 


80 


Specifically, research has shown that Tide, the most 
popular of the new detergents, is as mild as other 
conventional general-purpose soap powders. 


Moreover, the results of the Hedley investigations 
disclosed that a washing product plays a much smaller 
part in determining the skin condition of the average 
housewife than does, for example, the coldness of the 
weather and the extent to which she uses hand cream. 


The conclusions from these tests are fully in line 
with the Report of the Government Committee on 
Synthetic Detergents, 1956, which stated ‘*We have 
found . . . that the incidence of skin trouble attributable 
to synthetic detergents is no higher than that previously 
due to the use of soap products, alkalis and allied 
preparations.”’ 











“A STUDY OF | 
THE EFFECT OF THE 
NEW DETERGENTS 
ON THE SKIN” 


This is the title of a booklet which describes a compre- 
hensive research programme carried out under medical 
supervision to determine the effect of detergents on the 
skin. If you would like a copy, please send your request 
on a postcard with your name and address, to Thomas 
Hedley & Co. Limited, Dept. (L.), Gosforth, || 
Newcastle upon Tyne 3. | 


—— ane 
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SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 





“Reducing Your Weight” is a new and easily followed 
guide to diet for weight reduction, and includes some 
simple advice and a varied menu. The folder is designed 
for handing to the patient, whose name may be written 
in a space provided on the cover. 

Quantities of this folder are available free of charge to 
medical practitioners. For a supply, or a specimen copy, 
write to the Energen Dietary Service at the address below. 


The Energen Dietary Service, staffed by qualified diet- 
itians and under medical supervision, offers information 
and practical assistance in all dietary and nutritional 
problems. All services are free of charge, and practi- 
tioners are invited to apply for details. 


Available in the U.K. only. 
The Secretary 
ENERGEN DIETARY SERVICE 


25a, Bryanstone Square, London, W.1. Tel: AMBassador 9332 
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They like Lucozade.. 4a 


ahd they can keep tt dowh— | 


Lucozade has won its place in the sickroom because 
it is so very palatable. Not only this, when other food 
is refused or vomited, Lucozade is retained and 
quickly assimilated. And, so often, there is a happy 
turn for the better, well illustrated in this brief 
extract from a letter : 


“My little boy was ill . . . and was com- 
pletely off his food. I must admit that I only 
thought of Lucozade at the last moment, 
after two days of worry, but he improved 
from the time of taking it.’’ In a letter from 

Mrs. V. Darlington, Birkdale, Lancs. 


LUCOZADE 


the sparkling glucose dtink 
REPLACES LOST ENERGY 
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THE HOYER PATIENT LIFTER | | \apirorrs ivrratominat:VEIN STRIPPER 


poetic) or wee shan seat er Flexible shaft 36-in. long. threaded both ends 


4 interchangeable acorns 
2 probe tips. Cross 
handle to fix at 
either end 

















With the aid of the 
Hoyer Patient Lifter the 
incapacitated patient 
can be safely and easily 
transferred from bed to 
wheel-chair, or easy 
chair, or conveyed to 
the bathroom, etc. 
The adjustable 
wheelbase will go 
round a 34” arm- 
chair or through 
a narrow 24” 
door. The hy- 
draulic lifting 
movement is 
smooth, positive, 
foolproof. It is 
operable by one 
person and there 
is no apprehen- 
sion on the part 
of the patient. 
Various comfortable seats, 
slings and commode seats in 
canvas or nylon are available. 
Write for illustrated brochure 


DOWN BROS. and MAYER & PHELPS LTD. 
Surgical instrument Makers 
JOHN BELL & CROYDEN Church Path, Church Road, Mitcham,’ Surrey 


3 WIGMORE STREET, LONDON, W.1I ond 
Telephone: Welbeck 5555. Telegrams: Instruments Wesdo London 32-34, New Cavendish Street, London, W.! 


The Sole Distributors for Great Britain and Ireland 


























ST. ANDREW’S HOSPITAL fenrni"sscadchs 
NORTHAMPTON 
PrEsIpDENT: THE EARL SPENCER 
MEpicaL SUPERINTENDENT: THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital! is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriologic al, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital! in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the .omplete investigation and treatment of Menta! and Nervous Disorders by the most modern methods : 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, inc juding 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an -ray Room, an Ultraviolet Apparatus. and a Department for 
Diathermy and High-frequency treatment. It aiso contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are severa! branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospita! from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 














At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentiemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed eer with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing mooriand air 
Resident Physicions—BERTHA M. MULES, M.D., B.S ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
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CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone : PINNER 234 


Private Nursing Home for Mentai 
All modern forms of treatment. Two country houses in adjoining 
grounds of 5 and 6 acres respectively, 12 miles from London. 
Trains every 15 minutes from Baker Street to Pinner. 

DOUGLAS MACAULAY M.D.. D.P.M. 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental illness. 
i for Al hali 


of treatment carried out. A 


and Nervous illness. 


Phone: 


All cypes 
and Addicts 





available. 


upwards according to requirements. 
Telephone : 


Apply to Dr. |. A. SMALL 





Special Geriatric Unit now open. 


Fees from 7 gns. per week 





Norwich 20080 


BEDFORD 3417 


For forms of admission, &c., 
CEepRIC W. Bower. 
INTERVIEWS IN LONDON BY 


BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 


Established in 1911 


Tel.: oi ae & 4772 


(incorporated Association not carried on for pro 
A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and ail modern physical therapies. 


Apply: 


SPRINGFIELD HOUSE 


Near BEDFORD 
For MENTAL CASES (including the aged) 


Fees from Nine Guineas per week 
apply to the Resident Physician, 


MEDICAL DIRECTOR 


APPOINTMENT. 


THE MEDICAL PROTECTION SOCIETY timrrep 


Over 60 years experience in medical defence and protection 
Gomplete Indemnity granted to members in cases undertaken on their behalf 


ANNUAL SUBSCRIPTION : 


Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


£\ for first three years for newly qualified entrants and £2 thereafter 











Vacancies 
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SEC TION 


ANZSTHETICS 

Central Middlesex, N.W.10. 
Paddington Gen., Ww. 9. Sr. H.O 
Royal Free Hosp. Group. Regs 
Royal Marsden, 8.W.3. Reg. 
St. Mary’s, W 2. Sr. H.O 


Birmingham Accident. Sr. H.O.  .. 
Blackpool, Victoria. 5S cin 
ee. ee Victoria. Sr. 


Burton-on-Trent Gen. Jr. H.M.O 
Bury & Rossendale H.M.C. Sr. H.0. 
C —_— United Hosps. a 


( neececra Hosps. Sr. H. Oo. 

Colchester. Essex County. Sr. H.O 

Derby. Derbyshire Royal Infy. “& 
Derby City. Reg. ri 

Doncaster Royal Inty. ‘Sr. H. Oo. 

Kast Anglian R.H.B. Reg. 

a x ee Northern Group of " Hosps. 


Halifax Royal Infy. Sr. H.O.. 

Ipswich & East Suffolk. Sr. i. 0. 
Leeds R.H.B. Locum Regs. 

Leeds R.H.B. P.-t. Cons. . 

Luton & Dunstable. Locum Reg 
Manchester R.H.B. eg. 

Newcastle R.H.B. Locum sr. Reg. 
Newcastle R.H.B. Reg 

Oxford R.H.B. P.-t. Sr. H.M.O. 
Redhill County. Sr. H. = 4 
Rochdale Infy. Sr. H.( 

Scotland. South-Easte = R.H.B. Reg. 
Slough. Upton. Reg cd 
South West Met. fi. H.B. Cons. & 


= hers 


" Staffordshire Gen. Infy. 


St. Albans ‘City. ‘Locum Reg.. 

Taplow. Canadian Red Cross Mem. 
Sr. H.O. ; 

Taunton & Somerset. Sr. H.O. 

West Dorset Group H.M.C. Reg. 

Wigan & Leigh H.M.C. Reg... ia 

B.W.1. University College Hosp. 


Reg ae es 
Use Cambridge, Mass. Residencies 


CARDIOLOGY 
National Heart, W.1. 
Newcastle Gen. H.O. 


CASUALTY 

Connaught, E.17. 
Dulwich, 8.E.22. ae 
West London, W.6. Sr. H.O.’s 


Sr. H.O. 


Sr. H.O.’s.. 


— Royal Sussex ( ‘ounty. 
H.O.” iF 
Colchester. Essex County. Sr. H.O. 


Croydon Gen. Reg. & Sr. H.O <s 
Dudley, Stourbridge & Dist. Sr. H.O. 
Halifax Royal Infy. Sr. H.O.. 

Leeds R.H.B. Sr. Casualty Officer. 





eee. 


Reading '& Dist. H.M.C. Sr. H.O. 
Rhyl. Royal Alexandra. Sr. H.O. 
Salisbury Gen. Sr. H.O. 

Sidcup Queen Mary’s Sr. H. 0. 


Me peseongh. Locum Sr. 
H.O. 4 


St. Helens & Dist. H. = Cc. an H. 0. 
Stockton & Thornab 
Sunderland. ae Taty." sr. On. 0... 


Swindon & Dist. Sr. H.O 

Taunton & p a “Sr. H. oO. 

B.W.I. University College ton Sr. 
Casualty Officer - 


CHEST AND OS ae oe 
Brompton, &. W.3. H.O.’s 
Brompton, S.W.3. P.-t. Cons. 
London ( thest,  * es: ee 
Birmingham R.H.B. Sr. H.M.O. re 
Chelmsford. Broomfield. Locum Sr. 

H.M.O. ae me sat Re 
Halifax. Northowram Hall. Sr. H.O. 
Harrow Chest Clinic. Reg. .. ad 
Ilkley. Middleton. Sr. H.O. .. 
Liverpool. Aintree. Sr. H.O... es 
Maidstone. Preston Hall. Sr. H.O... 
Portsmouth Group H.M.C. Sr. H.O. 
Sully, Glam. Reg. és 
Welsh R.H.B. Sr. H.M.O.. 


DERMATOLOGY 
Sheffield United Hosps. Sr. H.O. 
Welsh R.H.B. Locum Cons. .. 


EAR, NOSE, AND es 
Royal National T.N. & E., W. H.O. 
Birmingham 7 Midland Ear & Throat. 
Sr. H.O. & H.O. 
Birmingham R. H.B. ‘P.-t. Cons. 
Birmingham R.H.B. Reg. .. 
Hull A Group H.M.C. Sr. H.O. 
Ipswich & East Suffolk. H.O. 
Isleworth. West Middlesex. Sr. H.O. 
Liverpool United Hosps. Reg. ; 
Newcastle R.H.B. Reg 
Oxford R.H.B. & South West Met. 
R.H.B. P.-t. Cons. . at r 
Reading & Dist. H. M.C. Sr. H.O. 
Salisbury Gen. Reg. .. i nes 
Scotland. Wosleen R.H.B. Regs... 
_——- Gen. Locum Reg. .. : 
Asaph. 0. oa i ie 
Stoke. -on-Trent. North Staffs Royal 
Infy. Sr. H.O on $ ve 


ENDOCRINOLOGY 
New End, N.W.3. Pre-reg. H.O. 


GERIATRICS 

Bradford A & B. H.M.C’s. H.O. 
Carshalton. St. Helier. Sr. H.O. 
Manchester R.H.B. P.-t. Cons. 
Newcastle Gen. H.O.. ee 
Orpington, Kent. Sr. 0. 


INFECTIOUS DISEASES 


Neasden, N.W.10. Locum Sr. H.M.O. 


Heathfield. Locum Jr. 


Sr. H.0. 


Nottingham. 
H.M.O. hs a 
Portsmouth Group H.M.C. 





MEDICINE 

Hammersmith Hosp. & P.G. pee 
School, W.12. Sr Pe & Reg. 

Highlands Gen., N.S .O. 

Hosp. of St. john 4 St. Elizabeth, 
N.W.8. H. ; ; 

London Jewish, E.1. H.O. 

Metropolitan, E.8. _ -reg. H. 0.’s. 

Mile End, E.1. H.C. 

Putney, 8.W.15. H.O 

Royal Free eS Group. Sr. H.O. 

South London ne for Women & 
Child., S.W.4. as 

St. Mary Abbots, Mi ry Regs... 

St. Mary’s, W.2. Sr. H.O. 

Birmingham, tow —_— Sr. H. 0. 

Birmingham R.H.B " 

Birmingham. Selly ew, Fr. 0.’s 

Burton-on-Trent. Gen. Sr. ry o. 

Cardiff. St. David’s. Sr. H.O 

— 4 ae Royal Inty. Pre- 


Dudley, Stourbridge & Dist. Pre-reg. 

.0.’s ae <a “he al 

Glasgow. Northern videat B.O.M. 
Sr. H.O 


Hastings. St. Helen’s. _Pre-reg. H.O. 
Hexham Gen. H.O.’s . 

Ipswich & East Suffolk. H.O 

mt tae Royal Lancaster Infy. Sr. 


Leeds R.H.B. Locum Regs. 
Margate Gen. H.O. . 
Newcastle Gen. H.O.’s ° “ 
Newmarket Gen. H.O. i 
Nottingham Gen. Pre-reg. H.0.’s .. 
Orpington, Kent. H.O. ° 
Oxford Univ. & United Hosps. Sr. Reg. 
Richmond, Yorks. St. ons of a ee 

Jr. H.M.O. .. : 
Salford. Hope. Sr. H. ‘0. 


“i. South-Eastern  R.H.B. 
Sr e 
Scotland. Western R.H.B. P.-t. Cons. 


Scunthorpe. bey" Mem. Sr. H.O. or 
Pre-reg. 


. & Pre-reg. H.O. or 
Sr. H.O. a 


Southport Gen. ‘Infy. H.O.. 
Stockport Infy. H.O. or Sr. H.0. 
Stoke-on-Trent. Frosth Staffs Royal 
nfy. Pre-reg. H.O 
’ Pre-reg. 


I 
Welsh Regional Konan. 
H.O.’s 
Wi wo Soccnaet ic h& Dist. “Gen. Pre- -reg. 
West Bromwich & Dist. “AMC. 
P.-t. Clin. Asst. 


Windsor. King Edward VII. H.0O... 
Ww me ote cs Royal. Pre-reg. 


Worthing. H. oO. 
NEUROLOGY 
—— Hosps. for Nervous | paceaion. 
Reg., Reg. & Sr. H. > 
South East Met. R. H. B. Regs. 
Sheffield United Hosps. Reg.. 
(continued overleaf) 
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NEUROSURGERY 

Guy bs opened Neurosurgical 
Sr. he ¥ 

National Htosps. for Nervous Diseases. 


“HLM.C. 


Unit. 


Re 
Bristol.” 
Sr. H.O. - a 
Manchester R.H.B. Reg. 


OBSTETRICS AND GYNZCOLOGY 
Central Middlesex, N.W.10. H.O. 
King Edward Mem., W. Pre-re; s- H.O. 
Royal Free, W.C.1. Sr. Reg.. 
Wanstead, E.11. H.O. 
Birmingham R.H.B. Reg a 
Birmingham, Selly Oak. H.0.’s 
Birmingham. St. Chad’s. H.O. 
Boston. Gen. Reg 

( = ai rbury. Kent & 


"Cossham Frenchay 


Cc ante rbury. 


‘Law. H.O. 
Locum Reg. . 
Sr. H.O. or Pre- 


“Lanarkshire. 
Mayday. 
Western. 


( ‘arluke, 
Croydon. 
Doncaster. 
reg. 
Kette ring. St. Mary’ 8. 
Leamington Spa. 
H.O. 
Le nnoxtown, 
Castle Maty. 
Magereume. 
H.O. 


‘Sr. H.O. sd 
Warneford Gen. 


St iriingshire. 
Jr. H.Y 
Mont agu. 


‘Lennox 
hace Sr. 


Morec ambe. Queen Victoria. Sr. H.O. 
Newcastle United Hosps. Sr. Reg. .. 
Newcastle upon Tyne H.M.C. & 
Hexham & Dist. H.M.C. Pre-reg. 
H.0O.’s 7 ty ne ie 
Nottingham City. Sr. H.O. or H.O. 
een East Glamorgan. S&r. 
ie os a oe 
teading ¢ ‘ombine ~d Hosps. Ss x 
Rustington, Sussex. Zachary Merton 
Maty. es « i - 
Scotland. Eastern R.H.B. Reg. 
Sheffield R.H.B. Sr. Reg. 
Shrewsbury. Cross Houses. 
ee ae 
St. Albans City. 


; Pre-reg. 
Jr. H.M.O., Locum 


Jr. H.M.O. & Locum Reg... 48, 


Sr. H.O. 
Pre-reg. 


“H.M.C. 


Stockport. 
Wels A 
I.€ 


We st * Bromwi ich & 
P.-t. Clin. Asst. ° 


Stepping Hill. 
se Bureau. 


‘Dist. 


OPHTHALMOLOGY 
Hampstead, Gen., N.W.3. P.-t. 


Asst. os es ee 
Aylesbury. Royal Bucks. H.O. 
Bristol Clinical Area. Sr. H.M.O. .. 
Romford Group H.M.C. P.-t. Clin. 

Asst 
Windsor. Group H.M.C. 


Clin. 


" p.-t. Sr. Reg. 


ORTHOP ZDICS 

Ashford, Middx. 

Bournemouth. 
H.O 


H.O. o 
mye al Victoria. Sr. 


Brighton Gen. ‘H.O. 

Burton-on-Trent. Bre tby Hall Ortho- 
peedic. Reg. 

Chertsey. St. 
Presee. H.O. 

Coventry & W arwickshire. Jr. H.M.O. 

Doncaster Royal Infy. Sr. H.0. .. 

Durham County. Sr. H.O. & H.O... 

Glasgow. Victoria Infy. Sr. H.O. 

Ipswich & East Suffolk. H.O. 

Leeds R.H.B. Locum Re A 

Lincoln. St. George’s. Re 

is a Mount Gold Orthope dic. 


H.¢ 
mR  Olachiurch. “#H.O. 
Scotland. Western R.H.B. Sr. Reg. 
Sheffield. City Gen. Locum Sr. H.O. 
— Royal South Hants. 


Peter’s. Sr. H.O. or 


Stoke-on- Trent. " North Staffs Royal 
D 


Infy. + 
Be h Victoria Jubilee Infy. 
" Pre-reg. 


H.( 
We ish ES: Bureau. 
H.O.’s e¢ ~e é. és 
Northern Ireland Hosps. Auth. Reg. 


PZDIATRICS 
Queen cee Hosp. for Child. 
0.” 


Birminghem. Selly Oak. H.C 
Derby. Derbyshire Child’s. 
Hull A Group H.M.C. H.O 
Leeds R.H.B. P.-t. Cons. 
Liverpool R.H.B. Reg 
Liverpool United Hosps. 1 Reg. 
Luton & Dunstable 
Mid Glamorgan H.M.C. ‘sr. 
Newcastle Gen. H.O.’s 
Newcastle R.H.B. Reg. 
ss ny om reid Inty. 
H.O. or ee 
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beh 2 Regional Bureau. Pre-reg. 


Ww olverhampton. Royal. Pre-reg. 

PATHOLOGY 

Royal Free, W.C.1. Reg ‘ 

Birmingham R.H.B. Sr. Reg. & Reg. 

Leeds United Hosps. Regs. . . 

Manchester R.H.B. ae 

Newcastle R.H.B. Sr. H.M.O. 

Oxford Unite 4 ope. Reg. 60 

Rochdale & Dist. H.M.C. Sr. H.O. .. 

Sheffield it H.B. Cons. 

Sheffield United Hosps. Sr. Reg  & Reg. 

South West Met. R.H.B. Sr. H.M.O. 

Walsall H.M.C. Jr. H.M.O. 

Winc -- waa. Royal Hants County. 
Sr. . 

Wolverhampton Group. Jr. H.M.O. 

Canada. Regina Grey Nuns’. Asst. 
Pathologist ‘a “ me 


PLASTIC SURGERY 

Ayjeebasz: Stoke Mandeville. Sr. 
Wile. <6 os ee o* ine 

Chepstow. St. Lawrence. Sr. H.O. .. 

Nottingham City. Sr. H.O. .. 


PSYCHIATRY 

Bethlem Royal & sey: Cons. & 
P.-t. Cons. a e% 

Hosp. for Sick Child., “W.C.1. P.-t. 


Reg ie =y" 
North ‘West Met. R.H.B. Locum P.-t. 
Cons. .. ee ee 
Royal Free Hosp. Group. P.-t. Cons. 
Abe = n Mental Hosps. Sr. H.O.’s & 


Le - 
Abe weed. enny. Pen- y- -Val. Jr. 
H.M.O.’ 


Bisminghem. All Saints’ F "Reg. & 
Sr. H.O. . 

Birmingham R.H.B. ‘Sr. Regs. 

Dae ear Herrison Mental H. M.C. 

r 

Leeds R.H.B. Reg. & Locum Regs. 

Liverpool R.H.B. Cons 

Manchester. Booth HaliC hild’ 8. Reg. 

Manchester United Hosps. Reg. 

Oxford. Warneford & Park Hosps. 
M.C. Sr. H.O. 

Ric hmond, Surrey. ¢ jassel Hosp. for 
Functional Nervous Disorders. Reg. 

Scotland. Western R.H.B. Sr. 


1.M.O. 

Scotland. Western R.H.B. ‘Sr. Reg. 
She field R.H.B. Sr. H.M.O... 
South-Western R.H.B. Cons. 
Stafford. St. George’s. Jr. H.M.O. 
Welsh R.H.B. Regs. .. 

Wi i. Billinge. Reg ae 
S.A. Virginia. Stat Physicians ie 


RADIOLOGY 

London, E.1. Sr. Reg.. 

mee ae R.H.B.  P.-t. Cons. 
Birmingham United Hosps. Cons. .. 
Brighton & Lewes H.M.C. P.-t. 

Locum 

Leeds United Hosps. & R.H.B. Cons. 
—— United Hosps. & ae 


egs 

South Ww rot Met. R. H.B. Cons. 

New Zealand. Palmerston North 
Hosp. Board. Sr. or Jr. Specialist . 


RADIOTHERAPY 

St. sheemee s, S.E.1 
Sr. H.O. 

Scotland. South- Eastern _ H.B. Sr. 
Reg. & Reg. . 


Locum Reg, or 


RHEUMATOLOGY 
ay Canadian Red Cross Mem. 
0. o° ae os ‘2 


SURGERY 
London Jewish, E.1. H.O. aa 
Metropolitan, E.8. Pre- -reg. H.0.’s :. 
Nelson, 8S.W.20. H.O. ie 
North Middlesex, N.18. Locum Reg. 
Queen Elizabeth Hosp. for Child. H. <3 
Royal Northern, et" H.O. .. 
St. Ann’s Gen., N. 
St. Mary’s w.3. P 
West London, We. “He oO. 
mT Gen. Sr. = oO. 

dx. H. 


Royal Bucks. 4. O. or 


Sr. H.O. 
Banff. Chalmers. Sr. H.O. 
Batley. Gen. Sr. H.O. 
Birmingham poctens. H. 0." 3 
Birmingham R.H.B " 
Birmingham. Selly Oak. .0. "s 
Bournemouth. Royal Victoria. H. 0. 





Brighton. New Sussex Hosp. for 
Women. Locum Sr. H.O. 

Brighton. Royal Sussex County. H.O. 

Carshalton. St. Helier. H.O. 

Chic — St. Richards’. Pre- Tee. 


0.’ 

Derby. “Derbyshire Child’s. ’ Pre-reg. 
H.O. or Sr. H.O. 

—- pees e Royal Infy. Pre- 


H.O. or 8 ate 
Dougias. Noble's Hise of Man. Sr. 
‘Sr. H.0. 


H.¢ 

priffieia. “East ‘Riding Gen. 

Dudley, Stourbridge & Dist. Sr. H.O. 
-reg. 


.0O’s 
Northern ‘Hosps. "B.O.M. 
Pre- 


Glasgow. 
Sr. H.O. 

Hastings. Royal East Sussex. 
reg. H.O. 
Haverfordwest. 

War Mem. Sr. H.O.. 
Hemel Hempstead. West Herts. Pre- 

reg. H.O. as 
Hertford County. Pre- “reg. H.0.’s 
Hexhem Gen. H.O.’s R 
Hitchin, North Herts. "HO. 
Huddersfield Ro al Infy. 
Hull. Kingston .O. 
Huntingdon County. .O. 6 
Ipswich & East Suffolk. Pre-reg. H.O. 
Isleworth. West Middlesex. Ov. 
Kettering & Dist. Gen. Pre-reg. H. 0. 
+ ‘ae & Dist. Gen. Pre-reg. 


Leeds. Chapel Allerton. Sr. H.O.. 
Leeds R.H.B. Reg. & Locum Regs. 
Liverpool. ag we he i "Sr. H.O.. 
Maidenhead. Pre-r 
Maidstone. 

H.0O. 


Manchester R.H.B. 
Cons. .. 

Manchester. W ‘ithington. 

Mid Glamorgan H.M.C. 

Newcastle Gen. H.O.’s 

Newcastle R.H.B. Reg. 

Newton Abbot. Sr. H. 0. 

Nottingham Gen. .’8 

Nottingham. Highbury. Sr. H.O. 

Plymouth. South Devon & East 
Cornwall. Pre-reg. H.O.’s 

Poole Gen. Pre-reg. H.O. 

Pigeon Group H. ra Cc. ‘Pre- TeE. 


Reading. Battle. H. oO. 
Redhill. East Surrey. 


H.O. 
Romford. Victoria. H.O. 
Scotland. Eastern R.H.B. Cons. 
_ ffield United Hosps. & R.H.B. sr. 
Reg. . 
Slough. Upton. “Locum Sr. Reg. 
Slough. Upton. Pre-reg. H.O. 
Southampton Gen. H.O. 
South East Met. R.H.B. Rew. 
Southend-on-Sea Gen. — 
Southport Gen. Infy. H.O.’ 
— West Met. RB. 
P.-t. Sr. Reg. or Cons. 
South: “Western - H.B. P.-t. Med. 
Pract. 
St. Albans City y. H. oO. 
Stoke-on-Trent. North Staffs Royal 
. Pre-reg. H.O.. 
be oe Canadian Req Cross Mem. 
& Pre-reg. H.O 
Wi aiefield. Clayton. H. O. 
Wakefield. Gen. Sr. H.O. 
bat Regional — 


Welsh R. H.B. Reg. 
Ww ot oa. ich & Dist. ‘Gen. Pre- -reg. 


H.O 
Windsor. King Edward VII. Pre- 
Pre-reg. 


Pembroke “Count y 


H.0. 


 Pre-reg. 


H.O. 
West Ker nt Gen. 


* Locum P.-t. 
Sr. H.0. 
Sr. BO. 


Sr. H.0. & 


“Locum 


: ‘Pre-ree. 


Ww olverhampton. 
H.O.’s 
w orthing. H.O. 


THORACIC SURGERY 

Brompton, 8.W.3. Sr. H.O. or Reg. 

London Chest, E.2. Reg. 

Leicester Isolation Hosp. & Chest 
Unit. Locum sr. H.O ae 

Liverpool. Aintree. Sr. H.O.. 

Wakefield. Pinderfields Gen. Sr. H. O. 


PUBLIC APPOINTMENTS 


Royal. 


NON-MEDICAL 
MISCELLANEOUS 52 
The ig + x and | Conditions o, Service of 
Hospital Medical and Dental ly to 
BES. ete pee eas , unless 
otherwise . Canvassing disqualifies, but 
candidates may normally visit the ital 
by appointment. 
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Academic and Educational 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 








COURT OF EXAMINERS 

Notice is hereby given that the Council, on 11TH JULY, 1957, 
will elect 1 member of the Court of Examiners. The Examiner 
retiring in rotation is Mr. R. 8. Handley, O.B.E., who is apply- 
ing for re-election. This vacancy will be considered concurrently 
with the 2 vacancies advertised recently. 

KENNEDY CASSELS, Secretary. 
Lincoln’s Inn-fields, London, W.C.2. 
UNIVERSITY OF LONDON 


A LECTURE entitled ‘‘ The Syndrome of Alveolar Hypoventila- 
tion : its Causes, Complications and Treatment ”’ will be delivered 
by Dr. ANDRE COURNAND (Bellevue Hospital, New York) at 
5 P.M. on 12TH JUNE at the Westminster Medical School (Meyer- 
stein Lecture Theatre), Horseferry-road, S.W.1. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. _ 
PRELIMINARY NOTICE 
UNIVERSITY OF MANCHESTER 
FACULTY OF MEDICINE 
DIPLOMA IN PU UBLIC HEALTH 

A PART-TIME COURSE covering 2 academic years will com- 
mence in OCTOBER, 1958. Candidates are required to obtain 
posts in the Manchester region from which they are permitted 
to attend the University for the equivalent of 2} days each week 
for 6 terms. Every assistance is given to prospective candidates 
to obtain suitable employment. 

Further information may be obtained from Prof. C. F. 
BROCKINGTON, Department of Social and Preventive Medicine, 
Clinical Sciences Building, York-place, Manchester, 

UNIVERSITY OF MANCHESTER 
FACULTY OF MEDICINE 





DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A COURSE in preparation for the Diploma in Psychological 
Medicine will commence in OCTOBER, 1957, subject to a sufficient 
number of candidates being available. The instruction is part- 
time covering 3 half-days per week for 8 terms. 

Further particulars as to admission and fees may be obtained 
from the Dean of Postgraduate Medical Studies, The University, 
Manchester, 13, to whom applications for entry to the course 
should be made not later than Monday, Ist July. 

UNIVERSITY OF MANCHESTER 
FACULTY OF MEDICINE 

A REFRESHER COURSE for General Practitioners will be held 
in conjunction with the North-West England Faculty of the 
College of General Practitioners. LECTURE DEMONSTRATIONS 
will be given in the Clinical Sciences Building, York-place, 
Manchester, 13, on alternate SUNDAY mornings from 11 a.m. 
till 12 Noon, commencing on 6TH OCTOBER and concluding on 
15TH DECEMBER, 1957. The instruction will be given by Senior 
members of the teaching staff of the Manchester Royal Infirmary. 

Particulars of the Course may be obtained from the Dean 
of Postgraduate Medical Studies, The University, Manchester, 
13. There will be no fee for the course. 


THE UNIVERSITY OF SHEFFIELD 


COURSES OF INSTRUCTION for the DIPLOMAS (of the English 
Conjoint Board) IN MEDICAL DIAGNOSTIC RADIOLOGY (D.M.R.D.) 
AND THERAPEUTIC RADIOLOGY (D.M.R.T.) will commence in 
OCTOBER, 1957. The Courses will cover a period of 2 years of 
whole-time study, and the fee for each course is £60. 

Applications to attend should be sent to the Dean of the 

Faculty of Medicine, The University, Sheffield, 10 

‘THE UNIVERSITY OF LEEDS” 
DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A CouRSE for the Diploma in Psychological Medicine will com- 
mence in OCTOBER, 1957, if sufficient entries are received. Instruc- 
tion will be part- -time and will occupy 1} days a week during 8 

emic terms (24 years). 

Further particulars may be obtained from the Secretary, 
School of Medicine, Thoresby-place, Leeds, 2, to whom applica- 
tion for admission to the course should be sent as soon as possible. 


“INDUSTRIAL MEDICINE 


A SHORT INTENSIVE COURSE in Industrial Medicine ~ is General 
Practitioners will be held at the London School of Hygiene 
and Tropical Medicine (University of London) from MONDAY, 
23RD to SATURDAY, 28TH SEPTEMBER, 1957, inclusive. Numbers 
will be —, limited. 

Fees and allowances are provided for National Health Service 
practitioners on certain conditions. Other practitioners may 
attend on payment of a fee of 5 guineas. 

Applications should be sent to the R trar, London School 
of ygiene and yee Medicine, apes -street (Gower- 
street), London, W.C.1 (from whom further particulars may 
be ep ay P—:’ ge eH is strongly advised. No applica- 
tions will after Ist July. 1957. : 

" ANASTHETIC COURSE 




















A 2 WEEKS COURSE OF LECTURES, clinical conferences and 
tutorials for postgraduates preparing for higher Diplomas 
in Aomeineties will be held from 17TH to 28TH JUNE, 1957. 


Lectures and Demonstrations £15 15s. 

Tutorials £10 10s. 

Further Sota, together with application forms may be 
obtained from Mr. W. F. paves, Secretary, Faculty of Anss- 
thetists, Royal College of " ms of England, Lincoln’ s Inn- 
fields, London, W.C.2 (Tel. 1oLborn 3474). 





THE WRIGHT-FLEMING INSTITUTE OF 
MICROBIOLOGY 
8ST. MARY’S HOSPITAL MEDICAL SCHOOL, London, W.2 





A COURSE of 4 ALMROTH WRIGHT LECTURES has been arranged 
for the SUMMER SESSION, 1957. The remaining Lecture will 
be given on the following date in the Lecture Theatre of this 
Institute at 5 P.M. 

Tuesday, 4th June 
Dr. R. M. Fry (Public Health. .‘‘ The Spread of Infections in 
Laboratory, gg Hospitals and Institutions.” 

This Lecture is o to all members of the Medical Pro- 

fession and to all Students in Medical Schools without fee. 


MENTAL HEALTH RESEARCH FUND FELLOWSHIPS 


Applications are invited for Mental Health Research Fund 
Fellowships from suitably qualified persons wishing to pursue 
Full-time Research Work bearing on problems of mental health 
whether in clinical psychiatry or in one of its supporting sciences. 

Both Junior and Senior Fellowships are offered in the salary 
ranges £700-£1200 and £1200-£2000, plus superannuation. The 
appointments will be for up to 3 years in the first instance. 

Application forms, which must be returned before Ist October, 
1957, may be obtained, together with further information, from 
the Secretary, Research Committee, Mental Health Research 
hoy 39, Queen Anne-street, London, W.1 (Tel. : WELbeck 


EMPIRE RHEUMATISM “COUNCIL. - Applications are 
invited for a TRAVELLING FELLOWSHIP in 1958 tenable for 
up to 1 year, to prosecute research on some aspect of the Rheu- 
matic ap ases. Medical or scientific qualifications are required. 
Ley? My rding to qualifications and experience, but not 
less than 21000 p.a. (tor I lesser period than 1 year, pro rata). 

- Applications, stating age, qu cations and experience, should 
be sent in triplicate fh, the names of 2 referees, not later than 
3ilst A st, 1957, to the A/General Secretary, Empire at. 
matism ‘ouncil, “Tavistock House (N), Tavistock-square, W.C.1 


ROYAL FREE HOSPITAL SCHOOL OF MEDICINE, 
Hunter-street, London, W.C.1. Applications are invited from 
registered medical a (Men or Women) for the appoint- 
ment from Ist Augu 1957, or as soon after as possible, of 
LECTURER IN CL RINIC AL PATHOLOGY AND HONORARY 
ASSISTANT PATHOLOGIST to the Royal Free Hospital 
Teaching Group. Duties include teaching, and hospital diagnostic 
routine. Previous experience in clinical pathology essential. 
Salary £1000-£100-£1300 p.a. (at present under review), with 
superannuation benefits and family allowances. 

Applications (6 copies), stating age, qualifications and experi- 
ence, with the names of 2 referees, to be sent, not later than 
22nd June, to the Secretary at the above address, from whom 
further particulars may be obtained. 


UNIVERSITY OF BIRMINGHAM. Faculty 6f Medicine. 
Applications are invited for the temporary post of LECTURER 
in the Department of Anatomy (grade II—pre-clinical) for 
teaching and research duties. Director of the Department— 
Prof. Sir Solly Zuckerman, C.B., F.R.S. 

Applications to be made immediately to the Assistant Regis- 
trar, Medic@l School, Bi epee 15, from whom further 
particulars may be obtaine 


UNIVERSITY OF CAMBRIDGE. A Research Assistant 
is required at the Cambridge Psychological Laboratory to give 
assistance in research on the effects of certain pharmacological 
agents on mammalian behaviour. Appointment for 1 year in 
the first instance. Stipend within the range of £650-£750 p.a. 
depending on qualifications and experience. je evel given 
to recent graduates in pharmacology, physiology or experimental 
psychology. 

Applications should be sent as soon as possible to Prof. O. L. 
ZANGWILL, Psychological Laboratory, Downing-place, Cam- 
bridge, from whom further particulars may be obtained. 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited from science graduates for the post of ASSISTANT 
LECTURER in the Department of Bacteriology in the Faculties 
of Science and Medicine. Some experience in biochemistry 
would be considered an advantage. The successful applicant 
would partake in the teaching of science students and undertake 
research in the section of bacterial chemistry. The salary scale 
is at present under review, and is expected to be within the range 
=" p.a. Membership of F.S.S.U. and Children’s Allowance 
Scheme 
Applications should be sent not later than 24th June, 1957, t 

the patstrer, the University, Manchester, 13, from whom furt further 
particulars and forms of application may be obtained. 


THE WELSH NATIONAL SCHOOL OF MEDICINE. 
(UNIVERSITY OF WALES.) Applications are invited for the 
appointment of ASSISTANT in the Department of Pathology. 
The appointment is a full-time one for a period of 2 years, 
within the salary scale (at ag: under review) £750-£100- 
£1050 with participation family allowance and super- 
annuation schemes. The point of entry on the scale will depend 
on qualifications and experience. 

Applications to be made within 14 days of the appearance of 
this advertisement to the Secretary, 34, Oe -road, Cardiff, 
from whom further particulars may be obtained 


THE QUEEN’S UNIVERSITY OF BELFAST. Department 
OF MICROBIOLOGY. Applications pre invited from medically 
qualified graduates for a post in the portman s of if Microbtology 
from Ist Pg 1957. Hither (a) ASSISTAN 

SHIP—salar e likely to be £700-£50-£850. or (6) UNI- 
VERSITY TUTORSHIP— salary range likely to be £770-£100— 
£1100. Initial placing on either scale will depend on age and 
qualifications. 

Letters of application, in duplicate, with the names of 2 
referees, should reach the undersigned not later than 20th vue, 
1957. G. R. CowrEg, M.A., LL.B., § 
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UNIVERSITY OF BELFAST. The Senate of the Queen’ ~ 
University of Belfast invites applications for 2 LECTURE- 
SHIPS IN PHYSIOLOGY from Ist October, 1957. 1 of these 
is a new post for which a special interest in and expe rience of 
either neuro-physiology or respiratory physiology is desirable. 
Salary of both posts is under review but is likely to be in the 
range £1300-£50-£2100 with provisions for superannuation. 
Initial placing within this range will depend on experience and 
qualifications. In certain circumstances the salary may rise to 
£2250. Candidates should state for which of the 2 posts they wish 
to be considered. 

Applications should be submitted by 20th June, 1957. Further 
particulars may be obtained from G. R. Cowik, M.A., LL.B., 
Secretary. 

UNIVERSITY COLLEGE, Cork. 
LOGY. Applications are invited for this full- time pensionable 
office. Salary £1035-£45-£1350 p.a., plus children’s allowances. 

Applications will be received up to 12 NOON on Monday, 
2nd ~ ecmnen 1957. Particulars may be had from the under- 
signe 


23rd May, 1957. _ JAMES HURLEY, Secretary. _ 


UNIVERSITY OF WESTERN AUSTRALIA. The Senate 
of the University of Western Australia has recently established 
a Faculty of Medicine and applications are invited for the 
following eepetntons nts :-— 

(1) SENIOR ASSISTANT to the Professor of Medicine. 
The applicant should hold a Senior Medical qualification, 
give evidence of ability to carry out original research work, 
and must have had considerable clinical and teaching experience 
in general medicine. 

Salary range: £ A2600-£A 2800 p.a. 

(2) SENIOR ASSISTANT to the Professor of Surgery. The 
applicant should hold a Senior Surgical qualification, give 
evidence of ability to carry out original research work and must 
have had considerable clinical and teaching experience in 


general surgery. 

Salary range : £A2600-£A2800 p.a. 

(3) SENIOR ASSISTANT to the Professor of Obstetrics and 
Gynecology. The applicant should hold the M.R.C.O.G. in 
addition to his basic medical qualification, give evidence of 
ability to carry out original research work, and must have had 
considerable clinical and teaching experience in obstetrics and 
gynecology. 

Salary range : £A2600—£A2800 p.a. 

(4) SENIOR LECTURESHIPS (3) IN ANATOMY, 

Salary range : £A1850-£A2150 p. 

(5) SENIOR LECTURESHIP IN PATHOLOGY. The 
applicant must have had considerable laboratory experience, 
while teaching and/or research experience would be an advantage. 

Salary range : (Medical Graduates) £A2050-£A2350 p.a. 

(6) JUNIOR ASSISTANT— gene of Surgery. 

Salary range : £A1850-£A235¢ 

(7) LECTURER mi en of Pathology. 

Salary range : £A1250-£A1750 p.a. 

In addition to the salaries quoted, there is a cost-of-living 
allowance (at present £A36 p.a.), and the commencing salary will 
be determined on the basis of the quaiifications and experience 
of the appointees. 

Further information, including particulars of travelling 
allowances and of available housing assistance, may be obtained 
from the Sec uotesy. Association of Universities of the British 
Commonwealth, 36, Gordon-square, London, W.C.1. 

The closing ete’ for the fe —_ of applic: ations, in Australia 
and London, is 3ist July, 195 


Hospital Services : Senior Appointments 


BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. The Board of Governors invite applications from 
chiatrists of requisite qualifications for the post of 
YSICIAN. The post isa -time one, or for 9 sessions a week. 
it is of Consultant status and the Phy sician appointed will be 
expected to undertake charge of beds. 

— (10 copies), stat a preference for full-time or 
for 9 sessions, and giving curriculum vite and the names of 3 
referees, should be sent to K. J. Jonnson, House Governor and 
Secretary, The Maudsley Hospital, Denmark-hill, London, 
8.E.5, not later than 28th June, 1957. 


BETHLEM ROYAL HOSPITAL AND THE MAUDSLEY 
HOSPITAL. The Board of Governors invite applications from 
Psychiatrists of requisite qualifications for the post of 
PHYSICIAN, to attend on 5 sessions a week. The post is of 
Consultant status. 

Applications (10 copies), giving curriculum vite and the names 
of 3 referees, should be sent to K. J. Jounson, House Governor 
and Secretary, The Maudsley Hospital, Denmark-hill, 8.E.5, 
not later than 28th June, 1957. 


BROMPTON HOSPITAL, S.W.3. The Hospitals for 
DISEASES OF THE CHEST. The Board of Governors invites applica- 
tions for the appointment of Part-time ASSISTANT PHYSI- 
CIAN (Consultant) tenable at Brompton Hospital. The appoint- 
ment involves attendance for 2 notional half-days each week. 
Candidates are required to be Fellows or Members of the Royal 
College of Physicians of London. 

Applications (9 copies), stating date of birth, qualifications 
and experience with the names of 3 referees, are to reach the 
undersigned not later than 15th June, 1957. 

KENNETH A. F. MILEs, Secretary to the Board. 

Brompton Hospital, S.W.3. 


NEASDEN HOSPITAL (infectiou 
road, N.W.10. Locum Tenens 


Lectureship in Physio- 











Diseases), Brentfield- 
ASSISTANT PHYSICIAN 
(whole-time ), Senior Hospital Medical Officer grade, required for 


inclusive. 


above Hospital from ist to 29th August, 1957, 
Resident 


Experience in general medicine and infectious diseases. 
while on duty. 
Applications to Physician-Superintendent. 
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NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Locum CHILD PSYCHIATRIST (Consultant 
status), Tavistock Clinic, 2, Beaumont-street, W.1. -days 
a week. Appointment for approximately 54-6 years from 16th 
September, 1957. Applicants must have had thorough training 
in both diagnostic and therapeutic aspects of child psychiatry. 
Preference given to candidates with psycho-analytical training. 
Clinic may be visited by direct appointment. 

Applications, which should include age, qualifications, sum- 

mary of experience and the names of 3 referees, should be sent 
to Secretary, North West Metropolitan Regional Hospital Board, 
114, Portland-place, W.1, before 24th June, 1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the vacant post of Part-time CONSULTANT 
PHYSICIAN in Psychological Medicine. Candidates should be 
Members of the Royal College of Physicians and hold the Diploma 
in Psychological Medicine. 

Applications, stating details of como and suuestonse 
and giving the names of 3 referees, should be forwarded to the 
Secretary to the Board of Governors, Royal Free Hospital, 
Gray’s Inn-road, W.C.1, not later than 30th "june, 1957. 
BIRMINGHAM REG! 1ONAL HOSPITAL BOARD. 

(a) Part-time CONSULTANT RADIOLOGIST (6 notional 
half-days weekly). Duties at Hospitals within the Burton-on- 
Trent sore Wide experience specialty/higher qualification 
required. 

(b) Part-time CONSULTANT E.N.T. SURGEON (9 notional 
half-days weekly). Duties at Birmingham Ear and Throat 
Hospital (3 notional half-days), Birmingham Hearing Aid Clinic 
(1 notional half-day), Hallam (2 notional half- age ), West 
Bromwich and District (2 notional half-days), ‘amworth 
General Hospitals (1 notional half-day), and ype J Hospital. 
a 5 qualification/ wide experience specialty essential. 

(c) Whole-time ASSISTANT CHEST PHYSICIAN (Senior 
Hospital Medical Officer). Duties mainly at Cheshire Joint 
Sanatorium, Market Drayton (305 Beds). 

Applications (15 copies), stating name, age, nationality, 

qualifications, present and previous appointments, and detai 
of 3 referees, to Secretary, Regional Hospital Board, 10, Augustus 
road, Birmingham, 15, by Ist July, 1957. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the appointment of CON- 
SULTANT rR ADIOLOGIST on the basis of whole-time or 
maximum part-time service. The successfv] candidate may be 
required to undertake postgraduate studies in other approved 
centres either in this count or abroad, for which purpose a 
Fellowship will be available which will include travelling 
expenses, a subsistence allowance and a basic salary. 

Applications, giving the names of 3 referees, must be sub- 
mitted on a special form to be obtained from the undersigned. 
The closing date will be 30th June, 1957. 

G. A. PHALP, Secretary, United Birmingham Hospitals. 

Queen Elizabeth Hospital, Bi mgham, 15. 

BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE. Locum RADIOLOGIST required for 8 sessions per 
week from 8th to 29th September, 1957. 

Applications, giving details of experience, with the names of 
2 referees, to Group Secretary, Brighton and Lewes Ilospital 
Management Committee, Royal Sussex County Hospital, Eastern- 
road, Brighton, 7. 


BRISTOL CLINICAL AREA. ~ South- Western Regional 
HOSPITAL BOARD plications are invited for the appointment 
of OPHT THALMOL GIST in the Bristol Clinical Area. The 
appointment will be on a whole-time basis in the Senior Hospital 
Medical Officer grade. The main duties of the appointment will 
be concerned with the School Eye Service but an opportunity 
may be given for the successful candidate to undertake regular 
work at the Bristol Eye Hospital. 

Applications (12 copies), Oneting date of birth, qualifications 
and experience, together with the names and addresses of 2 
referees, should be sent oa the Secretary of the Regional Hos- 
pital Board, 27, Tyndalls Park-road, Bristol, 8, not later than 
22nd June, 1957. 


ene ae agence ESSEX. BROOMFIELD HOSPITAL. 
equired, expérienced Locum Tenens SENIOR HOSPITAL 
NE ICAL OFFICER for long period, full residence or only when 
on duty. Unit has 312 Beds for the treatment of pulmonary 
tuberculosis in adults. berculous and non-tuberculous 
thoracic surgery, chest clinics, and mass radiography. 
Apply Physician- -Superintendent. 


LEEDS REGIONAL HOSPITAL BOARD. 
CONSULTANT IN PAZSDIATRICS (8 notional haf. ee per 
week) for duties at hospitals in the mig enng Batley and 
Mirfield Group with additional duties as may required at 
hospitals in the Pontefract, Wakefield, Heddornela on Halifax 
Areas. Duties also required at the School Clinic, Dewsbury. 
The pores appointed will be required to reside in Dewsbury or 
wana such a distance thereof as may be laid down by the 

oard 

Applications (12_ copies), stating age, qualifications and 
details of present and previous appointments with dates, together 
with the names and addresses of 3 referees, to the Secretary to 
the Board, Park-parade, Harrogate, by 17th June, 1957. 


LEEDS REGIONAL HOSPITAL BOARD. Appointment 
of SENIOR CASUALTY OFFICER (whole-time) for oe at 
the Royal Halifax Infirmary. The appointment will include 
duties in casualty and orthopedic surgery at the above Hospital 
with associated ward and operating duties under the general 
supervision of the Consultant-in-charge. The person appointed 
will be required to reside in Halifax. The salary will be within 
the range of £1653 15s.-£2126 5s. p.a. and the tenure of the post 
wil] be for a period not exceeding 4 years. 

Applications (12 copies), stating age, qualifications, details of 
appointments held, showing dates, with names and addresses of 
3 peoerens, ise the Secretary, Park-parade, Harrogate, before 
17th June, 1957. 
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LEEDS REGIONAL HOSPITAL BOARD. Part-time 

CONSULTANT ANASSTHETIST (9 sessions per week) for 

— in the Halifax area. The person appointed to reside in 
alifax. 

Applications (12 copies), stating age, qualifications and details 
of oe held, showing dates, with the names and 
on of 3 referees, to the Secretary, Park- -parade, Harrogate, 

by 17th June, 1957. 

LEEDS. THE UNITED LEEDS HOSPITALS AND 
LEEDS REGIONAL HOSPITAL BOARD. Appucetiene. are invited for 
the joint appointment of a CONSULTANT RADIOLOGIST 
for duties in the Leeds Teaching Hospital and in yo under 
the control of the Leeds Regional Hospital Board. The appoint- 
ment will be either whole-time or part-time (maximum sessions) 
and candidates should state their preference. The successful 
candidate may be required to study radiology abroad for a 
period before taking up the appointment. 

Applications, giving age, nationality, quatifications, and full 
details of experience (with relevant dates), together with the 
names of 3 referees, should reach the undersigned by 15th June, 
1957. Canvassing any member of either Board or of the Advisory 
Appointments Committee, whether directly or indirectly, will 
disqualify. J. ARNOLD TUNSTALL, 

Secretary to the Joint Advisory Appointments Committee. 

The General Infirmary, Leeds, 1 
LIVERPOOL REGIONAL HOSPITAL BOARD. Psychi- 
ATRIC DAY HOSPITAL, LIVERPOOL. Applications are invited for 
the post of CONSULTANT PSYCHIATRIST (whole-time or 
maximum part-time sessions). The [roeanlh appointed will be 
required to organise and develop a proposed Day Hospital in 
premises at Croxteth-road, Liverpool. 7 sessions will be devoted 
to the administrative attd clinical duties of the Day Hospital 
and the remaining sessions to outpatient clinics at Sefton 
General Hospital and other duties in association with Sefton 
Mental] Hospital. Applicants should possess the D.P.M. and have 
had at least 7 years approved psychiatric experience including 
practical knowledge of outpatient work. Possession of a higher 
qualification in general medicine will be considered an advantage. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, L ive rpool Regional Hospital 
Board, 19, James-street, Liverpool, 2 2, to be returned not later 
than 22nd June, 1957. 

VINCENT COLLINGE, Secretary to the Board. 








MANCHESTER REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time CONSULTANT PHYSICIAN (geriatrics) to 
the Blackpool and Fylde Hospital Centre (outpatients at Victoria 
Hospital, Blackpool, and charge of 270 chronic sick beds at 
Wesham Park Hospital and 130 at Rossall Hospital). Higher 
qualifications essential. Candidates must have special interest 
and experience in the treatment and rehabilitation of the 
chronic sick. Appointee will be required to undertake the 
domiciliary investigation of patients and establish close liaison 
with general practitioners and the local health authorities. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 20th 1 June, 1957. 

MANCHESTER REGIONAL HOSPITAL BOARD. Locum 
Tenens CONSULTANT SURGEON (8 half-days weekly) to 

Blackburn and District Hospitals (with duties mainly at Black- 
burn Royal Infirmary and Victoria Hospital, Accrington). 
Appointment for period of approximately 3 months. Salary 
according to individual grading 

Applications, giving details of ey, Sea and quali- 
fications, to Group Secretary, Hospital nagement Committee 
Office, Royal Infirmary, Blackburn, immediately. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 
ASSISTANT PATHOLOGIST (Senior yy Medical Officer 
status), whole-time or maximum part-time, for a minimum of 9 
notional half-days per week for Durham and Gateshead Groups 
of hospitals—main hospitals : oo — (266 Beds), Chester le 
Street Coen (204 Beds), D ; Queen Elizabeth (176 
Beds), and Bensham 3 (230 Beds), Gateshead. Appointee 
to devote ph 6 sessions and 4 or 3 sessions per 
week in Durham and Gateshead respectively. 

Applications, with names and addresses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 28 days. 
OXFORD REGIONAL HOSPITAL BOARD: SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. CONSULTANT 
in E.N.T. Surgery (maximum part-time). The appointment will 
be jointly between the 2 Boards, 5 sessions with the Oxford 
Regional Hospital Board in the Swindon area, and 4 sessions with 
the South West Metropolitan Regional Hospital Board in the 
Salisbury area. 

Applications (12 copies), stating age, name, qualifications and 
experience, together with the names of 3 referees, should reach 
the Secretary, Oxford Regional Hospital Board, 43, Banbury- 
road, Oxford, not later than 6th July. 

OXFORD REGIONAL HOSPITAL BOARD. Assistant 
plang tg ge in the grade of Senior Hospital Medical 
Officer for 9 sessions per week (non-resident) to the hospitals 
3 the High Wycom and District Hospital Management 

ittee as a member of the Area Department. Applicants 
should hold the D.A. The Hospital Group is recognised by _ 
Faculty of Anrsthetists for teaining. he hospitals may 
visited is | arrangement with the Secretary, High Wycombe f. 
District Hospital Management Committee. 

‘Applications (10 copies), stating age, qualifications, experience 
and names and addresses of 3 referees, to reach the Secretary 
of the Board, 43, Banbury-road, Oxford, by Ist July. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Consul- 
TANT PATHOLOGIST (whole-time) required for hospitals in 
the Mansfield Area. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
+ asians Sheffield. Forms to be returned by 29th June, 


























SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ASSISTANT PSYCHIATRIST required for 
Carlton Hayes Hospital, Narborough, near Leicester. A house 
is available. Salary £1653 15s8.-£52 10s.—£2126 5s. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
oa Sheffield. Forms to be returned by 22nd Tune, 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Surgery. ARBROATH INFIRMARY. A pameatiens 
are invited for the appointment of “SURGEON (Consultant 
Arbroath Infirmary (105 Beds—38 for general surge’ ourecty). 
appointment will also involve duties at Stracathro capital, 
Brechin, in the unit under the ch of the whole-time Surgeon 
there, and participation in clini teaching at Dundee Royal 
Infirmary. The appointment will be on a whole-time or maximum 
part-time basis in the option of the successful candidate. Salary 
and conditions of service in accordance with national agreement. 

Forms of application and further particulars may be had 
from the Secretary to the Board, ‘“‘ Braeknowe,”’ 430, Blackness- 
road, Dundee, with whom applications must be lodged not later 
than 25th June, 1957. _ 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 


ments :— 

CONSULTANT PHYSICIAN at the Royal Infirmary, 
Glasgow. The appointment will be part-time, remunerated on 
the basis of 7 notional pee ore per week. 

Whole-time ASSISTANT PSYCHIATRIST at Hartwood 
Mental Hospital, Shotts, Lanarkshire. Sal yA (at age 32 and 
over) on the scale £1653 15s.-£52 10s.-£2126 

Applications (16 copies), stating date of bith, qualifications, 

experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, not later than 30 days after the 
publication of this advertisement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time or maximum Part-time 
CONSULTANT ANASTHETIST for the Southampton Group 
of hospitals. The successful candidate will be required to work 
at various hospitals in the Group including the Western Area 
Thoracic Surgical Unit at the Southampton Chest Hospital. 
Experience in anesthesia for thoracic surgery and possession of 
higher qualifications are essential. dence in or within a 
radius of 10 miles of Southampton is a condition of the appoint - 
ment. Canvassing will disqualify, but candidates may visit the 
hospitals by arrangement with t ne Group Secretary, Southamp- 
ton Hospital Management Committee, Bullar-street, South- 
ampton. 

Applications (7 copies), stating age, qualifications, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 22nd June, 1957. _ 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time ASSISTANT ANAtS- 
THETIST (Senior Hospital Medical Officer grade) to work under 
the direction of a Consultant Anesthetist for the Portsmouth 
Group of hospitals. In addition to general aneesthetic duties in 
the Group the successful candidate will be expected to assist in 
the work ofthe Western Area Special Poliomyelitis Centre, for 
which previous experience in thoracic work is essential. Residence 
in or within a radius of approximately 10 — si Portsmouth is 
a condition of the appointment. Canvassing will disqualify, but 
candidates may visit the hospitals by arrangement with the 
Group Secretary, St. Mary’s Pepital, Milton, Portsmouth. 

Applications (7 copies), stating age, qualifications, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 22nd June, 1957. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time ASSISTANT PATHO- 
LOGIST (Senior Hospital Medical Officer grade) for eral 
Piterest in duties in the Southampton Group of hospita’ An 

terest in hematology and bacteriology is desirable. The 

candidate’s main duties will be in the Lymi 
Hospital, but he will be required to work at various hospit in 
the Group. Residence in the area covered by the Group is a 
condition of the appointment. Canvassing will disqualify, but 
candidates may visit the hospitals by arrangement with the 
Group Secretary, Southampton Hospital Management Com- 
mittee, Bullar-street, Southampton. 

Applications (7 copies), stating age, qualifications, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 22nd June, 1957. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time CONSULTANT RADIO- 
LOGIST for the Isle of Wight and Portsmouth Groups of hos- 
pitals. The successful candidate will be required to undertake 
approximately 7 half-days per week on the Island and the 
remainder of his time in the Portsmouth Group of hospitals. 
Residence in the Isle of Wight is a condition of the a. 
Canvassing will disqualify, but candidates - ey visit the 
pa by arrangement with the Group Secretary, Clatterford 

ouse, Carisbrooke, Newport, Isle of Wight, and the Group 
Secretary, St. Mary’s Hospital, Milton, Portsmouth. 

Applications (7 copies), stating age, q cations, experience, 
and names and addresses of 3 referees, to the Area Secretary, 
Highcroft, Romsey-road, Winchester, by 22nd June, 1957. 




















SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD immediately requires,a LOCUM TENENS (Senior 
Registrar or Consultant status) for 9 sessions weekly in general 
surgery for the Portsmouth Group of hospitals for approximately 
3 months. Main duties at St. Mary’s Hospital, Portsmouth, and 
Queen Alexandra Hospital, Cosham, and remuneration in 
accordance with the terms and conditions of service of hospital 
medical and dental staffs. 

Applications, with the names and addresses of 2 — to 
the Area Secre , Highcroft, Romsey-road, Winchester, as 
soon as possible but not later than 11th June, 1957. 
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SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Appointment of Medical Superintendent to Digby-Wonford 
Hospital, Exeter. Applications are invited for the whole-time 
appointment of CONSULTANT PSYCHIATRIST in _ the 
Exeter Clinical Area which comprises Exeter, Torquay, North 
and East Devon. Applicants must possess a higher qualification. 
The successful candidate will have charge of beds at Digby- 
Wonford Hospital, Exeter, and will act as Medical Superin- 
tendent of this hospital ; in addition, he will be required to 
visit other hospitals in the clinical area as determined by the 
Regional Board from time to time. Accommodation will be 
available. 

Applications (12 copies), stating date of birth, 
and experience, together with the names and addresses of 2 
referees, should be sent to the Secretary of the Regional Hospital 
Board, 27, Tyndalls Park-road, Bristol, 8, not later than 22nd 
June, 1957 
WELSH “REGIONAL” HOSPITAL BOARD. Whole-time 
Locum Tenens ASSISTANT CHEST PHYSICIAN (Senior 
Hospital Medical Officer) required Llanelly Chest Clinic for 
approximately 3 months. 

Applications, naming 2 referees, to Senior 
Medical Officer, Temple of Peace, Cathays ae Cardi 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT DERMATOLOGIST required 
Caernarvon and Anglesey and Clwyd and Deeside Hospital 
oe Committee areas for a period of approximately 

— 8 

Applications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
CANADA. REGINA GREY NUNS’ HOSPITAL, Regina, 

SASKATCHEWAN. Applications are invited for the post of 
ASSISTANT PATHOLOGIST in general hospital (530 Beds) 
containing South Saskatchewan Cancer Clinic. Salary $12,000 
rising to $15,000. All-round training in pathology with good 
experience in morbid anatomy and special interest in hseemato- 
logy or bacteriology. 

Inquiries as soon 8 possible to— 

. W. WuHirttick, Director of Pathology. 
U.S.A. VIRGINIA, Applications are invited for the 
a appointmen 


(a ENTAL HOSPITAL CHIEF OF SERVICE. Sa 
$10, $92-$12, 528 (£3925-£4474). Minimum qualification is 
4 years of psychiatric experience including 2 years of mental 
hospital psychiatry. The appointee will be responsible for the 
overall supervision of either the men’s or women’s psychiatric 
division of the Hospital and should be interested in assisting 
with the training of Junior Physicians. A higher qualification 
is desirable. 

(0) MENTAL HOSPITAL STAFF PHYSICIANS. Salary 
$10,032—$11,472 (£3583-£4097). Applicants must have at least 
2 years of psychiatric experience and be experienced in modern 
methods of treatment. The duties will principally be concerned 
with pees care but the Staff Physicians are expected to 
assist in the supervision of the Junior Physicians. 

(c) MENTAL HOSPITAL JUNIOR PHYSICIANS. Salary 
$8400-—$9168 (£3000-£3274). These appointments are approved 
by the American Medical Association for 2 years training in 
psychiatry. The Junior Physicians work under the super- 
vision of the senior staff members and are required to attend all 
(eeiaiog sessions as planned by the Director of Training and 


qualifications 


imtalctretive 


astern State Hospital is a 2100-Bed mental hospital operated 
by the Commonwealth of Virginia. It is situated oric 
Colonial Williamsburg, is within easy reach of Richmond, 
Virginia, and Washington, D.C. Mentally ill patients of the 
white race are accepted for treatment. Mental defectives and 
epileptics are not eligible for admission unless their illness is 
complicated by psychosis. 

Applicants should send full details of their training and 
experience together with the names and addresses of 3 referees 
to the undersigned by air-mail. Suitable applicants may be 
interviewed in London between 18th and 2Ist July. 

JOSEPH E. BARRETT, M.D., Superintendent. 

Eastern State Hospital, Williamsburg, V irginia, U.S.A. 
NEW ZEALAND. PALMERSTON NORTH HOSPITAL 
BOARD, PALMERSTON NORTH, NEW ZEALAND. Applications are 
invited from registered medical practitioners for the position 
of Full-time RADIOLOGIST in charge of the X-ray Diagnostic 
Department at the Palmerston North Hospital, New Zealand. 
Applicants must have had practical experience in diagnostic 
radiology and should hold a higher qualification in this specialty 
in order to qualify either as a Senior or as a Junior Specialist under 
=f Hospital Employment (Medical Officers) Regulations, 1957. 

alary : 

Senior Specialist £N.Z.2040-£N.Z.2340 p.a. 

Junior Specialist 2N.Z.1640-£N.Z.1940 p.a. 

Conditions of appointment are obtainable from the Offices 
of the New Zealand Government, 415, Strand, London, W.C.2. 

Applications, giving full particulars as to age, qualifications 
and experience and accompanied by recent testimonials and 
advice as to the earliest date on which appointment could be 

en up, to be addressed to the ane omy Palmerston North 
Applicat Board, P.O. Box 607, Palmerston North, New Zealand. 
ADD ications will be received ‘until NOON on Monday, [st July, 

R. S. WmIson, Secretary. 


Hospital Services : Junior Appointments 
CONNAUGHT HOSPITAL, Walthamstow, €E.17. (118 
Beds.) Applications are invited for the, post of SECOND 
CASUALTY OFFICER with duties im-the Department of 
Orthopedic and Traumatic Surgery (Senior House Officer 
grade). Recognised for F.R.C.S. Salary £819 10s. p.a., less 
£150 p.a. for board, XY: &c. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Greup, Langthorne-road, E.11. 
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CONNAUGHT HOSPITAL, Walthamstow, £.17. (118 
Beds.) Applications are invited for the post of CASUALTY 
OFFICER AND DEPUTY RESIDENT SURGICAL OFFICER 

graded as Senior House Officer. Recognised for z ~w C.S. Salary 
£819 10s. p.a., less £150 p.a. for board, lodging, & 

Applications, with full details and copies of s recent testi- 
monials, should be sent immediately to Secretary, Bote 
Management Committee. Forest Group, Langthorne-road, E.1 
BHUMPTUN — S.w.3. Applications Toalted 
wes the. following ne poate 

N-RESIDENT SURGICAL OFFICER (post graded as 
en House Officer or Registrar, according to qualifications 
and experience), for 6 months from ist August, 1957, with 
eligibility for meppemnens. Candidates must have held 
a —— a ital appointm 

RESID NT HO USE PHYSICIAN (2 vacancies). 1 vacancy 
for 6 aoe on lst August, 1957. Duties include work in 
Outpatient Department and wards. 1 vacancy for 9 months 
from ist August, 1957. The first 3 months at Brompton Hos- 

ital Sanatorium, Frimley, and the following 6 months at the 
Flospital in London covering work in Cangenign Department 
and wards. Salary at the rate of £525 p 

Applications, cating age, cmniihentions ‘with dates, nationality 
and appointments “> ~~ together with copies of testimonials, 
by 8th June, 1957, 

‘Renwern A. F. Mites, House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
SENIOR HOUSE OFFICER (resident) required in Anssthetic 
Department. Whole-time appointment for 6 months. Renewable. 
Post vacant. Previous <a in aneesthesia essential. Post 
recognised for the D.A. and F.F.A.R.C.S. 

Applications, with copies of 2 testimonials or names of 2 
referees, to Medical Director by 8th June. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in the Department of 
Obstetrics and Gynecology. Post recognised for M.R.C.0.G. 

Post-registration Gppointmaant from Ist July, 1957 

Applications, with 2 testimonials, to Medical Director by 

th June. 

DULWICH HOSPITAL, 








East Dulwich-grove, 
. Non-resident post ; day duty 
only ; C.8. examination. 

Apply, stating age, qualifications, and details of experience, 
with Corr testimonials or names of 2 referees, to Group Secretary, 
Camberwell Hospital Management Committee, Dulwich Hos- 
pital, S.E.22, not later than * Sth June, 1957. 
QUY’S-MAUDSLEY NEUROSURGICAL UNIT. Appli- 
cations are invited for the resident post of SENIOR HOUSE 
OFFICER for 6 months, commencing on Ist July, 1957. = 
unit, which is housed in the Manaeey Hospital. serves Gu 
Hospital and the Bethlem Royal Hospital and the Mau by 


lications should be uote within 1 week of the appearance 
of “Rk advertisement to K. JOHNSON, House Governor and 
Secretary, Maudsley ae rital ‘Denmark-hill, S.E.5. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. Applications 
are invited for the following whole-time non-resident posts :— 

(i) SENIOR REGISTRAR (general medicine), vacant 

Ist August. 

(ii) REG {STRAR (general medicine), vacant 1st October. 

Applications, stating age, qualifications, experience, names 
of 2 referees, to Secretary, Board of Governors, by 15th June. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited from suitably qualified medical practitioners for the post 
of CLINICAL ASSISTANT to the Ophthalmic Department 
Sn na Medical Officer grade) for 1 session a week, Friday 
afternoon. 

Application forms may be obtained from the Secretary, to 

whom they should be returned immediately. 
HIGHLANDS GENERAL HOSPITAL, Winchmore Hill, 
N.21. HOUSE PHYSICIAN, vacant 20th June, 1957. Preference 
evn, bs applicants seeking pre-registration post under Medical 
Act, 1950. 

gee ta with co 
address of 1 referee, to pital Secreta 
HOSPITAL OF ST. JOHN ao “ST. ELIZABETH, 
60, Grove End-road, London, N.W.8. Applications are invited 
from pre- registration or registered medical practitioners (Male) 
for the appointment of HOUSE PHYSICIAN, to become vacant 
on Tuesday, 2nd July, 1957. Appointment will be for a period 
of 6 months. National Health Service salary. 

Applications to reach the Secretary on or before Monday, 
3rd June, 1957, together with copies of 3 recent testimonials. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. House 
OFFICER in Gynecology with some obstetric duties at Perivale 
Maternity Hospital, Greenford. -registration surgical post. 
Mine 18th July. Preference given to persons seeking second 

re-registration post under Medical Act, 1950. 

WT i polieationa, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee, West Middlesex Hospital, Isleworth, Middlesex, by 
10th June. tit aa tage eer peblnnts* Fi me a 
LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE SURGEON (pre- or post-registration) 
required for 6 months. 

Applications, stating age, ex 
testimonials, to be sent to the Hos ee 
LONDON JEWISH HOSPITAL, Stepney Green, E.1. 
(130 Beds.) HOUSE PHYSICIAN (pre- or post-registration) 
required for 6 months. 

‘Applications, stating age, experiance, &c., and ae copies 
of testimonials, to be sent to the Hospital Secretary 


(Senior House Officer 


recognised for 


FA mg pe invited for ap a as CASUALTY OFFICER 
F. R. 











yo of 3 a and name and 








rience, &c., enclosing copies of 
ospital Secretary. 
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oo eee HOSPITAL. Hospitals for Diseases of 

vacancies occur Ist August, 1957, for RESIDENT 
HOUSE 1 PHYSICIAN, Appointments for 6 months, 4in London, 
2 at the Country Branch, near Letchworth, and posts graded 
as House Officer. Duties include work in the Outpatient Depart- 
ment and Refill Clinic, as well as in wards. 

Applications, stating date of birth, qualifications, with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th June. 

THOMAS BRowN, House Governor. 

London Chest Hospital, E.2. 


LONDON cuueT HOSPITAL. Hospitais for Diseases of 
THE CHEST. A vacancy occurs Ist August, 1957, for RESIDENT 
SURGICAL OFFICER (grading: Registrar) at the Hospital’s 
Comney Branch, near Letchworth. There are 207 Beds, mainly 
surgical, and candidates should be experienced in thoracic 
surgery. Appointment for 6 months, with the prospect of 


Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 17th June. 

THOMAS BROWN, House Governor. 

London Chest Hospital, E.2. - 

LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR REGISTRAR to the Radio- 
diagnostic Department. Candidates must hold a Diploma in 
Radiology or Radiodiagnosis. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be received wy the undersigned by 13th June, 
1957. BRIERLEY, House Governor. _ 
METROPOLITAN HOSPITAL, Kingsland-road, London, 
E.8. (General—146 Beds.) Applications are invited for the 
pre-registration posts of 2 HOUSE PHYSICIANS and 2 HOUSE 
SURGEONS. 3 posts vacant Ist July, 1957, and 1 House 
Surgeon post vacant Ist August, 1957. 

Applications from provisional and fully registered candidates, 
stating age, nationality, qualifications and experience, with 
copies of 3 recent testimonials, to the Hospital Secretary by 
14th June, 1957. 
MILE END HOSPITAL, Bancroft-road, London, E.1. 
(484 Beds.) HOUSE PHY SIC IAN (pre- or post-registration ). 
Post vacant Ist July, 1957. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 14th June, 1957, with copies of not more than 
3 testimonials. 

NEW END HOSPITAL, Hampstead, N.W.3. Department of 
ENDOCRINOLOGY. Applications are invited for the position of 
HOUSE PHYSICIAN (pre-registration), vacant 18th July, 1957 

Application forms obtainable from Group Secretary, 46, 
ns ae park, N.6, and returnable to Surgeon-Svperintendent, 

New End Hospital, by 10th June, 1957. | 
NORTH MIDDLESEX HOSPITAL, N.18. Locum Regis- 
TRAR in Surgery required for 6-8 weeks starting 24th June. 
Candidates should hold higher qualification and must have had 
considerable arenes in emergency general surgery. Further 
details on reques 

Applications, with all particulars and names of 2 referees, to 
Secretary of Hospital. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners for 
the appointment of ASSISTANT REGISTRAR (whole-time) 
to the Outpatients Department at The National Hospital, 
Queen-square, . This post carries the grade of Senior 
Registrar. The appointment will be for 1 year in the first instance. 

Applications, with names of 3 referees, to be sent to the under- 
signed not later than llth June, 1957. 

H. EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 

NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of SENIOR HOUSE PHYSICIAN at 
The National Hospital, Queen-square, W.C.1, to commence 
Ist August, 1957. This post carries the grade of Registrar. The 
appointment will be for 1 year and will be renewed in exceptional 
circumstances. 

Applications, with names of 3 referees, to be sent to the 
undersigned not later than 11th June, 1957. 

. EWART MITCHELL, 




















Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE PHYSICIAN (non-resident). 
There are 2 vacancies, 1 to commence on Ist July for a period 
of 7 months, and 1 to commence on Ist August for a period of 
6 months. These posts carry the grade of Senior House Officer. 
Applications, with names of 3 referees, to be sent to the 
undersigned not later than 11th June, 1957. 
EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
ueen-square, W.C.1. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOUSE SURGEON at The National 
Hospital, Queen-square, W.C.1, to commence llth July, 1957. 
This post carries the grade of Registrar. The appointment will 
be for 6 months in the first instance. 
Applications, with names of 3 referees, to be sent to the under- 
signed not later than 11th June, 1957. 
H. EWArRT MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 








NATIONAL HEART HOSPITAL, Westmoreland-street, 
W.1_ (with which is associated the Institute of Cardiol ). 
Applications are invited for the post of ASSISTANT RESI- 
DENT MEDICAL OFFICER (Male). The appointment is for 
a period of 6 months from Ist July, 1957, but may be renewed 
for a further period of 6 months. T e status and salary are those 
of a Senior House Officer and are in accordance with the national 
terms and conditions of >. 

Applications, with copies of 3 recent testimonials, should be 
sent to me not later than Friday, 7th June, 1957. 

ROBERT G. E. WHITNEY, Secretary to the Board. _ 
NELSON "HOSPITAL, Kingston- road, Merton, 8.W.20. 
es 1 ns (resident), vacant now. Post recognised 
‘or 
Applications, stating age, qualifications, &c., with the noes 
nd addresses of 2 referees, should be sent to the Secret ary @ 
above address. 
PADDINGTON GENERAL HOSPITAL, Harrow-road 
W.9. Applications are invited for the post of SENIOR HOUSE 
OFFICER yp ener) (resident on duty). Recognised for 
D.A. and F.F.A.R.C.S. 

Applications, stating age, qualifications, medical school, 

experience, together with names and addresses of 2 referees, to 
reach Secretary to Committee by 17th June, 1957. 
PUTNEY HOSPITAL, Lower Common, 8.W.15. House 
PHYSICIAN (resident) Male or Female, with some gynsco- 
logical duties. Vacant Ist July, 1957. Open to pre-registration 
candidates. 

Apply Hospital Secretary not later than 5th June, 1957, 
enclosing copies of 3 recent testimonials. 

UEEN ELIZABETH HOSPITAL FOR CHILDREN, 
ackney-road, E.2, Shadwell, E.1, and BANSTEAD WOOD, 
SURREY. 2 HOUSE OFFICERS. i of these appointments will 
be made for 2 periods of 6 months, commencing is x 

1957. First period as House Physician and second 
Surgeon and Casualty Officer. The other will be for 6 months 
only as House Physician from Ist August, 1957. 

Application forms, from ‘the Secretary at Hoste: -road, 
should be returned with copies of not more than 3 testimo nials 
on or before 18th June, 1957. 

ROYAL FREE HOSPITAL. Applications are invited 
for the post of SENIOR REGISTRAR to the Gynecological 
and Obstetric Department. The post is full-time, and recog- 
nised under the Senior Registrar establishment. Resident on 
alternate weeks, duties to commence Ist August, 1957. Candi- 
dates should be members of the Royal College of Obstetricians 
<= = neecologists. 

plications, together with the names of 3 of 5 retporn, should be 
oe. to the Hospital Secretary, nore Free Hospital, Gray’s 
Inn-road, WT not later than 22nd June, 1957. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from registered medical practitioners for the of 
SENIOR HOUSE OFFICER in General Medicine to the Depart- 
ments of Neurol os and Physical Medicine at the 
Royal Free Hosp tal. he appointment is full-time, resident, 
for 6 months in the first instance. Duties to commence ist July, 
1957. Salary and conditions of service in accordance with those 
laid down by the Ministry of Health for Senior House Officers. 

Application forms may be obtained from the Hospital Secre- 

ry, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 

they should be returned not later t than 8th June, 1957. 
ROYAL FREE HOSPITAL. Applications from registered 
medical practitioners (Men or Women) are invited for the post 
of Whole-time NON-RESIDENT REGISTRAR in Clinical 
Pathology. Appointment for 1 year in Sr first instance, from 
lst September, 1957, Experience - clinical pathology is essential. 
Salary and conditions of service in accordance with those laid 
down by the Ministry of Health for Registrars. 

Application forms may be obtained from the » Heeptal Secre- 

tary, Royal Free Hospital, Gray’s Inn-road, C.1, to whom 
they should be returned not later than Ist ey 1957. 
ROYAL -FREE HOSPITAL GROUP. Applications are 
invited from registered medical practitioners for the posts of 
ANAESTHETIC REGISTRARS in the Royal Free Hospital 
Group. 1 post vacant 15th August, 1957, the other vacant on 
lst September, 1957. The posts are resident and for 1 year in 
the first instance. Salary in accordance with the scale laid down 
by the Ministry of Health for Registrars. 

a em forms may be obtained from the . pepe Secre- 
tary, Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom 
they should be returned not later than Ist July, 1957 
RUYAL MARSUEN HOSPITAL, Fulham-road, S.W.3. 
Full-time ANASSTHETIC REGISTRAR required (Registrar 

grade) (non-resident) from ist August. Appointment for 
1 year, eligible for re-election. Recognised for the F.F.A. R.C.S. 
examination. The successful candidate will be expected to 
undertake some research work on anzsthesia and related subjects. 

Applications, on a form obtainable from the House Governor, 
with copies of 3 recent testimonials, to be sent by 14th June, 
1957, to the House Governor. 

RUYAL NATIONAL THROAT, NOSE AND EAR HOS- 
oer ele Gray’s Inn-road, W.C.1, and Golden-square, W.1. 

ESIDEN HOUSE SURGEON post-registration post). 
Applications are invited for a 6 months appointment as from 
Ist July, 1957, with salary and conditions as laid down for 
House Officers in the terms and conditjons of service in the 
National Health Service 

Applications, stating age, qualifications, full details of previous 

experience (particularly in this specialty), with copies of 1-3 
recent testimonials, should be sent .to the House Governor 
without delay. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. Appli- 
cations are invited for the post of HOUSE SURGEON, vacant 
early July, 1957. ee given to pre-registration candidates. 
Recognised for F.R.C.S. 

Applications, with Salies of recent testimonials, to be sent to 
the Hospital Secretary by 11th June, 1957. 39 
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SOUTH” EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for 2 appointments, each 
as REGISTRAR in Surgical and Medical Neurolo 1 at the 
Regional Neurological/ Neurosurgical Unit at the Brook Hospital, 
Woolwich, and the other at the Neuro-psychiatric Unit at 
Hurstwood Park, Haywards Heath, Sussex. Duties will rotate 
annually between the 2 appointments, which are available on 
15th August, 1957. The appointments will be in accordance with 
the terms and conditions of service of hospital medical and 
dental staffs (England and Wales), and will be for 1 year in the 
first instance. 

Applications, giving particulars of age, qualifications, and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
ll, Portland- place, London, W.1, not later than Lsth June, 1957. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications are invited 
from pre-registration and registered Women medical practi- 
tioners for the post of HOUSE PHYSICIAN, vacant 13th 
September, 1957, for a period of 6 months. 

Forms of application from the Secretary. 

ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for a period of 6 months. Vacant immediately. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15. 
sT. MARY aBBOTS HOSPITAL, Marloes-road, Ken- 
sington, W.8 MEDICAL REGISTRAR posts, vacant 15th 
August, 1957. Candidates may visit the ospital by arrange- 
ment with Hospital Secretary. 

Applications (5 copies to be submitted) by 14th June, 1957, 
forms obtainable from, and returnable to, Group Secretary 

28), 5, Collingham- gardens, London, 8.W.5. 
er. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time OUTPATIENT g RGICAL 
ASSISTANT (graded Senior House Officer)—2 vacancies, each 
for 3 notional half-days per week. These appointments are 
designed for Men or Women who have already passed their 
Primary F.R.C.S., and is ideally suited for those reading for the 
Final, as a large number of clinical cases are available ; they 
will be for a first period of 12 months as from a date to be 
arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powpitcu, House Governor, not later than 10th June, 1957. 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited from suitably rualified istered practitioners for 
the post of RESIDENT ANACSTHETIST. The appointment is 
for a first period of 6 months. The successful candidate will be 
required to take up his duties on Ist July, 1957 ; remuneration 
to be at Senior House Officer rates. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
Powp!ITcH, House Governor, not later than 10th June, 1957. 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited from registered practitioners for the post of HOUSE 
OFFICER in the Almroth Wright Wards, graded Senior House 
Officer. The appointment is for a period of 8 months, with 
effect from ist August, BP 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitcH, House Governor, not later than 12th June, 1957. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Locum 
REGISTRAR or SENIOR HOUSE OFFICER to the Radio- 
therapy Department, required for the period from 29th July to 
26th August, 1957, inclusive. Grade according to qualifications 
and experience. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 7th June. 1957. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy on or about 
lst October for a Part-time REGISTRAR to the Department of 
Psychological Medicine, for a minimum of 5 sessions a week. 

Full particulars and form of application, which must be 
returned, not later than 17th June, 1957, may be obtained from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. (191 Beds.) 
Applications are invited for the post of OBSTETRIC AND 
GYNZZCOLOGICAL HOUSE SURGEON vacant 23rd June, 
1957. The appointment is recognised for the D.Obst.R.C.0.G. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee Forest Group, Langthorne-road. E. * | 
WEST HAM GROUP HOSPITAL MANAGEMENT COM- 
MITTEE, Stratford, E.15. ANASSTHETISTS (Resident Senior 
House Officer grade) for 12 months commencing 11th August, 
1957. 6 months at Queen Mary’s Hospital for the East End 
and 6 months at East Ham Memorial Hospital. Combined post 
recognised for D.A. and F.F.A.R.C.S 

Applications, with names of 3 referees, to Group Secretary, 
West Ham Group Hospital Management_Committee, Stratford, 
E.15, by 15th June, 1957. 
wesT LONDON HOSPITAL, ‘Hammersmith-road, 
London, W.6. HOUSE SURGEON (general and orthopedic) 
required 30th June. Pre-registration candidates considered. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 8th June. 
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WEST LONDON HOSPITAL, Hammersmith-road, 
London, W.6. 2 RESIDENT CASUALTY OFFICERS (Senior 
tg he Officer grading) required. Posts vacant llth June and 

t uly. 

Applications, stating age, qualifications, experience, copies of 

2 recent testimonials, to Secretary by 8th June. 

ABERDEEN MENTAL HOSPITALS. 

(1) Aberdeen Royal Mental Hospital, Aberdeen 

(2) ee Mental Hospital, Newmachar, Aberdeen- 

shire 

The undernoted medical staff required for the above Hospitals 
where all forms of modern treatment are undertaken and where 
oars Ss association with the University Department of Mental 

ealth. 

SENIOR HOUSE OFFICERS. Salary £819 10s. p.a., 

£150 if resident. 

HOUSE OFFICERS (fully registered). Salary £577 10s. p.a., 

less £125 if resident. 

The hospitals are separate entities and applications, giving 

full details of age, &c., are to be e to the respective Physician- 
Superintendent. Applications for Locum appointments will be 
considered. 
ABERGAVENNY. PEN-Y-VAL HOSPITAL. 
USK HOSPITAL MANAGEMENT COMMITTEE Applications are 
invited for 2 posts of JUNIOR HOSPITAL MEDICAL 
OFFICER. Salary according to national scale. Residential 
accommodation available for single persons. Experience in 
psy ee not essential. 

Applications, stating age, nationality, uiiineistiaie and 
prese nt appointment, together with the names of 2 referees, to 
be forwarded immediately to the Medical Superintendent, 
Pen-y-Val Hospital, Abergavenny, Mon, = 
ALTRINCHAM GENERAL HOSPITAL. Annexe and 
E.N.T. DEPARTMENT. (183 Beds.) SENIOR HOUSE OFFICER 
(surgical). This appointment affords excellent experience to 
— qualified candidates. Post recognised under F.R.C.S. 
regulations 

Applications, with names of 2 referees, to Group Secretary, 
North and Mid-Cheshire Hospital Management Committee, 
Sinderland-road, Altrincham. 

ASHFORD HOSPITAL, Ashford, Middlesex. ‘x. (560 f Beds.) 

STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required :— 

P (1) RESIDENT HOUSE SURGEON for general surgical 
uties. 

(2) RESIDENT HOUSE SURGEON for Traumatic and 
Orthopedic Unit. 6 months appointment, suitable for pre- 
registration candidate. 

Applications, stating age, qualifications and experience with 
copies of up to 3 recent testimonials, to Medical Director of 
Hospital immediately. Breet 4S, 
ASHINGTON HOSPITAL, Ashington. Wans- 
BECK HOSPITAL MANAGEMENT COMMITTEE. RESIDENT SUR- 
GICAL OFFICER (Junior Hospital Medical Officer) required for 
—o Tenens duties, 3rd—23rd June inclusive. 

Apply Group Secretary, Wansbeck Hospital Management 
Ocammiiten. 12, Stanley-street, Blyth, Hesthambesiond. 
AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. Accident and Orthopeedic and 5 tk s soe ® 
HOUSE OFFICER or SENIOR HOUSE OFFICE 
according to experience. Pre-registration he -y 
practitioners invited to apply. Recognised for F.R.C.S. 

Apply, with copies of 2 testimonials, to Secretary-Superin- 
tendent. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE HOS- 
PITAL. oh nt py HOUSE OFFICER required, late June. 
Post recognised D.O. 

Apply, with pak of 2 testimonials, to Secretary-Super- 

intendent. 
AYLESBURY. BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. PLASTIC SURGERY AND JAW INJURIES UNIT. 
(NUFFIELD BURNS UNIT.) Applications are invited for the post 
of RESIDENT SENIOR OUSE OFFICER in the above 
department of the Hospital. Duties will include care of patients 
in the Burns Unit. a: mama and also work in general 
plastic wards and the t 

Applications, with the mamnen of 2 referees, to the Administra- 
tive Officer. 

BANFF. CHALMERS HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER in General 
Surgery at the above Hospital. The post is resident. 

Applications, giving details of qualifications and experience, 
with the names of 2 referees, should be lodged with the Group 
Secretary, Board of Management for the Lower Banffshire 
Hospitals, Clunie-street, Banff. 
BATLEY. ve “GENERAL HOSPITAL, Carlinghow Hill, 
BATLEY. Appl ications are invited for the post of SENIOR 
HOUSE OF ry (resident) at this specialist Hospital having 
36 orthopedic, 26 E.N.T., 18 ophthalmic, 14 general surgical, and 
5 pay beds. If required, accommodation could be made available 
for a Doctor and wife, but not for children. 

Applications, with testimonials, to be forwarded to the 

Administrative Officer at The General Hospital, Batley, as soon 
as possible. - 
BLACKPOOL. VICTORIA HOSPITAL. (353 Beds.) 
SENIOR ee _ OFFICER (anesthetics). Post recognised 
for the F.F.A.R.C.S. and D.A. This is a busy general hospital 
offering a sound po varied experience in anssthetics. 

Applications, giving age, experience, qualifications, and the 
names and addresses of 2 referees, should be sent to the Hospital 
Secretary. va 

BURTON UPON 44 THE GENERAL HOSPITAL. 
Applications invited from istered medical practitioners for 
post of ESIDENT MEDICAL OFFICER (Senior House 
Officer grade) to the Medical Unit of 64 Be 

Applications to the Group Secretary within 10 days of appear- 
ance of this advertisement. 
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BURTON-ON-TRENT. GENERAL HOSPITAL. Non- 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER 
ANASTHETIST required at the above Hospital. 

Applications to Group Secretary, General Hospital, Burton- 
on-Trent, as soon as possible. y 
BURTON-ON-TRENT (near). BRETBY HALL ORTHO- 
PHEDIC HOSPITAL. (78 available orthopedic beds.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopeedics) required for inpatient and operative work 
with children and adults. Hospita] quarters available. Duties 
include certain outpatient responsibilities at Derbyshire Royal 
Infirmary. Appointment for 1 year in first instance. 

* Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 13th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 rotorecs. 

BRADFORD A AND HOSPITAL MANAGEMENT 
COMMITTEES. JUNIOR HOU SE OFFICER required for 
Geriatric Admission Unit. Post vacant Ist August, 1957. Major 
portion of duties carried out at St. Luke’s Hospital, Bradford. 

Applications, stating age, nationality, qualifications and 

experience, and copies of testimonials, to the Secretary, Royal 
Infirmary, Bradford, Yorks. 
BIRMINGHAM AND MIDLAND EAR AND THROAT 
HOSPITAL, Edmund-street, BIRMINGHAM, 3. SENIOR HOUSE 
OFFICER and HOUSE OFFICER (including pre-registration) 
required according to experience 

Apply to Group Secretary, Dudley Road Hospital, 

ingham, 18. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. HOUSE OFFICER in the Obstetric and 
Gyneecological Unit, vacant 14th July, 1957. Tenable for 12 
months. Recognised for M.R.C.O.G. Unit affiliated to University 
of Birmingham for undergraduate clinical tuition. 

Detailed applications, with copies of 2 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 18 
BIRMINGHAM, 18. ALL SAINTS’ HOSPITAL. Registrar 
(psychiatry) for all Saints’ Hospital (1385 Beds) and Early 
Treatment Centre, Uffculme. Hospital associated with Birm- 
ingham University for teaching and research. Candidates should 


Birm- 


be actively interested in research. Resident post; married 
accommodation available. 

Applications to the Medical Superintendent. ‘ Ye EMEEN 
BIRMINGHAM, 18. ALL SAINTS’ HOSPITAL. Senior 


HOUSE OFFICER (Male or Female), resident. The Hospital 
is associated with Birmingham University for teachi of 
psychiatry. Training for Diploma in Psychological Medicine 
provided. 

Applications, stating age and qualifications, to the Medical 
Superintendent. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 

A Kgs net No. 20 Group, Coventry and Warwick- 
e Hospital, Coventry 

(a) REGISTR AR (general medicine and infectious diseases) 
for Whitley Hospital (153 Beds) (24 and 62 Beds), including 
Respiratory Paralysis Unit and emergency duties in skin and 
chest wards. Liaison with Pediatric Department. Flat available. 

(6) REGISTRAR (gyneecology and obstetrics) for George 
Eliot Hospital, Nuneaton. Recognised M.R.C.0O.G. Resident. 
Experience specialty essential. Higher qualification desirable. 

(2), Samioy Stourbridge Group, The Quest Hospital, 
udley 

(a) REGISTRAR (general medicine), whole-time for Wordsley 
Hospital] near Stourbridge (478 Beds). Experience specialty 
essential. Higher qualification desirable. Married accommoda- 
tion available. 

(b) REGISTRAR (general surgery) for The Guest Hospital, 


Dudley (154 Beds). Experience specialty essential. Higher 
qualification desirable. Resident. 
(3) Wolverhampton Group, The Royal Hospital, 


Wolverhampton 

REGISTRAR (pathology). Duties in all branches of clinical 
pathology centred on the Royal Hospital. Resident or partly 

resident. Experience specialty an advan 
(4 wae Group, Princes-road, Stoke-on- 
REGISTRAR (E.N.T. surgery) for North Staffordshire Royal 
Infirmary (455 Beds). Experience specialty essential. Resident 
or non-resident. 


Aoyieues forms from Group Secretaries to be returned by 
13th June, 1957. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. ~~ 

SENIOR REGISTRARS in Psychiatry. 

(a) Shelton Hos aptel. Shrewsbury (972 Beds). 
ence specialty and higher qualification required. 
single or married accommodation available. 

(b) wy ow oor Hospital and Ps ere Outpatient Clinic, 
Selly Oak Hospital, Birmingham. spital linked with Birming- 
ham University for research in peye hiatry and biochemistry. 
D.P.M. and considerable experience in psychiatry essential. 

(c) 2 appointments at All Saints’ Hospital (1385 Beds) and 
Uffeulme Early Treatment Centre, Birmingham. May be 
required to reside in Hospital when on duty. Experience specialty 
and D.P.M. required. 

Whole-time SENIOR REGISTRAR in te go 

Selly Oak Hospital, Birmingham (1098 Beds). Duties also at 
Little Bromwich General Hospital (748 Beds). Wide experience 
in all branches available but preference would be given to one 
interested in clinical pathology. ane —— Successful candi- 
date may subsequently be required to spend not more than 2 
yes in a selected hospital of the United Birmingham Hospitals 

accordance with arrangements for the interchange of Regis- 
trars agreed between the 2 Boards. 

Application forms from Secretary, Regional Hospital Board, 
3. | diene Birmingham, 15, to be returned by 17th 

une, A 


Wide experi- 
Resident : 











BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. RESIDENT ANASSTHETIST (Senior 
House Officer), vacant 17th June, 1957. There are 3 Consultant 
Anesthetists and training is given in modern methods of anzs- 


thesia. Ample opportunity for study. Previous experience not 
essential. 

Applications, with full details naming 2 referees, to 
Administrator. 





BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident), vacant June. Hospital largest Traumatic 
Unit in country and treats over 50,000 new | Dessous each year. 
Recognised for purpose of casualty by R.C.S. (Eng.). Teaching 
programme by Consultant staff. 6-month appointment. some of 
which may be spent in 42-bedded Medical Research Council’s 
Burns Unit. 

Apply, naming 2 referees, to Administrator by 7th June, 1957. 


BIRMINGHAM, 29. SELLY OAK HOSPITAL. (Equipped 
Beds 955.) Applications are invited for the following posts :— 
4 HOUSE PHYSICIANS. Available 14th July, 1957 (3), 

as August, 1957 (1). 
1 HOUSE PHYSICIAN (pediatrics). Recognised for D.C.H. 
Some duties at Moseley Hall Hospital for Children. Available 
Available 








6th August. 

3 HOUSE SURGEONS. Recognised for F.R.C.S. 
= July, 1957 (2), Ist August, 1957 (1). 

2 HOUSE SURGEONS (gynecology ang seein). Recog- 

nised for M.R.C.0.G. Available 14th July. 195 

All posts recognised for Pre-registration Service. 

Apply to the Medical Superintendent giving apetipeaitons, 
age and experience and enclosing copies of 3 testimoni 
Closing date 14th June, 1957. 


BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. (780 
Beds.) SENIOR ‘HOUSE OFFICER (general medicine) vacant 
Ist August, 1957. Appointment in Unit of General Medicine 
combined with duties with thoracic surgical cases and will 
provide good experience in general medicine and in the investiga- 
tion and treatment of non-tuberculous thoracic diseases. Tenable 
for 6 months or 1 year. 

Detailed applications, with copies of 2 recent testimonials, to 
the Group Secretary not later than 15th June, 1957. 


BOSTON GENERAL HOSPITAL. (80 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required w th relief duties 
in the Casualty Department. Appointment for 1 year in first 











instance. 
Apply to Secretary, Sheffield Regional Hospital Board, 
Old Fulwood-road, Sheffield, by 13th June, 1957, giving age, 


nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST go HOSPITAL 
MANAGEMENT COMMITTEE. Applications are ted for the 
appointment of RESIDENT SENIOR HOUSE OFFICER 





(aneesthetics). The post, which is now vacant, is sed for 
the D.A. and F.F.A.R.C.S., and is normaily tenable for 12 
months. Experience with Thoracic Unit available. 


Applications to the Hospital Secretary. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. aan aay § AND — ogg pone HOSPITAL 
MANAGEMENT COMMITT pplications nvited for the 
appointment of GENERAL HOUSE SURGEON to the Senior 
Consultant Surgeon. The post, which is now vacant, is recog- 
nised for the F.R.C.S. examination and for pre-registration 


purposes. 
Applications to the Hospital Secretary. 


BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) Lo ty | AND EAST DORSET 
HOSPITAL MANAGEMENT COMMI pplications are invited 
for the appointment of SENIOR. HOUSE ‘OFFICER (resident), 
orthopeedics and casualty combined. The post, which becomes 
vacant on 17th June, is recognised for the F.R.C.S. examination. 
The Unit consists of Registrar and 2 Senior House Officers 
=e ro additional Senior House Officer during the summer 
months 
_Applications to the Hospital Secretary. 


BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 staffed beds— 
expending.) SENIOR HOUSE OFFICER (Regional Depart- 
ment of Neurosurgery). Vacancy occurs about mid-June for 
the above post, tenable for 6-12 months. The post offers useful 
surgical experience and the opportunity of gaining a working 
knowledge of neurological diagnosis. Recognised for F.R.C.S. 
Applications to the Secretary, Frenchay Hospital queting 
‘N.S.F.” 2 referees required. 











rg St ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 

HOUSE SURGEON required mid-July. 

2 CASUALTY HOUSE SURGEONS (duties include work in 
Seon and Traumatic Unit), -vacant beginning and end 


uly. 

All posts recognised for pre-registration and F.R.C.S. 

Spouse. stating usual partic , and naming 2 referees, 
Bi whton tT Administrative Officer, Royal Sussex County Hospital, 

r m, 


an ee GENERAL HOSPITAL. Applications are 
invited for the appointment of HOUSE SURGEON to the 
Orthopedic Unit. Salary in accordance with national scale. 
Vacant 24th June, 1957. This post is recognised as a pre-registra- 
o- a pointment. 

conthee wake stating age, qualifications, and experience, 

er with copies of recent testimonials, should be sent to the 
Brighton General Hospital, Elm- 
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BRIGHTON. NEW SUSSEX HOSPITAL FOR WOMEN, 
Windlesham-road, BRIGHTON, 1. Locum HOUSE SURGEON 
(Female), Senior House Officer grading, required for the period 
15th July—ist August, inclusive. Salary at the rate of £15 19s. 
per week, less residential emoluments. 

Applications, with full particulars, to be sent to the Administra- 
tive Officer by 14th June, 1957. 2 
= Lm hapa HOSPITAL MANAGE- 

Appice cations are invited for the post of 

SENIOR B HOUSE OFFICER in ye to the above 
rou The cee epee will be b at Bury General 
Hosp tal. The post is recognised for the Diploma in Anssthetics. 

Apply, stating ful) details of age, experience, and names of 
2 referees, to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 

CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALS. Locum ANACSSTHETIC REGISTRAR uired at 
Addenbrooke's Hospital for 1 month from 10th A’ 

Apply, with full particulars and names of referees, to Secretary, 
by 15th June. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNACCOLOGICAL HOUSE SURGEON 
- uired at Highland Court Annexe, a unit of 25 logical 

situated 3 _— from the above Hospital, witb all ancillary 

pa available. Recognised for M.R.C.0.G. 6 months 

appointment. Post vacant end of June, 1957. National Health 
ice salary and conditions. 

‘Applications. Ay with, copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ST. DAVID’S HOSPITAL. Resident Senior 
HOUSE OFFICER (medical) required from Ist August, 1957, 
in acute Lay wards of above Hospital to work under direction 
of Cons 

Application form from Group Secreta aT 'on a Hospital 
Management Committee, 44, Cathedral-ro 
CARLUKE. LAW HOSPITAL. Applications o— invited 
for the post of GYNASCOLOGICAL HOUSE OFFICER (pre- 
or post-registration) for the 6 pase commencing list August, 
1957. Post recognised for M.R.C 

Applications, stating age, an and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluke. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
SENIOR HOUSE OFFICER (resident or non-resident) to 
Geriatric Unit of 50 Beds. Vacant 14th June. Duties include 
the clinical care of 20 male beds, general work in the unit and 
domiciliary visiting (mileage allowance if own car used), with a 
Social Worker for assessment of Lo moda for admission. An 
excellent training for general awed Further information 
may be obtained from the Phys ote - Es 2, it, 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the names of 2 referees, should 
be sent to Group Secretary at above address. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
HOUSE SURGEON (post approved for Pre-registration Ser- 
— », General surgery with duties in genito-urinary. Vacant 
mi une. 

Applications, giving age, qualifications, &c., with copies of 
recent testimonials and the names of referees, should be sent to 
Secretary, at above ad 
CHELMSFORD HOSPITALS. a npetiestions ‘are invited 
for the post of RESIDENT ANACSTHETIST (Senior House 
Officer) to large surgical units 

Applications, stating age, qualifications, and experience, with 
recent testimonials, should be sent to the Secre , Chelmsford 
Hospital Management Committee, London-road, arias sford. 

PITAL wie 




















CHERTSEY, SURREY. ST. PETER’S HOS 
Bos Park War Hospital). (430 Beds.) ORTHOP. 

USE SURGEON (Senior House Officer or House Officer 
oe grade). 100 orthopedic mg Post noscguine for 
F.R.C.S. and Pre-registration Servi Salary in accordance 
with terms and conditions of National Health Service. 

Applications, together with names and addresses of referees, 
to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHEPSTOW, MONMOUTHSHIRE. ST. oO 
HOSPITAL. (127 plastic surgery, 50 orthopedic beds.) 
SURGERY, JAW INJURIES AND BURNS CENTRE. SENIOR HOUSE 
OFFICER in Plastic Surgery required about ist June. There 
are 2 residents in plastic surgery, and 1 in orthopedics. Post 
tenable 6 or 12 months as desired, and candidates experienced 
in another specialty wishing to gain meee | surgery experience 
will be considered. Salary £819 10s., £150 board-residence. 

Write, quoting 2 referees, to T. A. JonEs, Group Secretary. 

64, Cardiff-road, Newport, Mon. 

CHICHESTER. ST. RICHARD’S HOSPITAL. (400 
Beds.) CHICHESTER GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, 2 HOUSE SURGEONS for general surgery (pre- 
registration) for 6 months only in the first instance. Posts 
vacant now. Posts recognised for F.R.C.S. 

Application, stating age, qualific ations and experience, 
giving names of 2 persons from whom reference may be obtained, 
should be sent to the Surgeon-Superintendent. 
COVENTRY AND WARWICKSHIRE HOSPITAL, Cov- 
ENTRY. SENIOR ASSISTANT (Junior Hospital Medical Officer 
grade), for orthopedic and accident wards. Appointment for 

year in first instance, renewable annually up to 4 years. 
Rev ognised F.R.C.S. Previous experience desirable. 

Applications to Hospital Secretary. f 
COLCHESTER. ESSEX COUNTY_HMOSPITAL. 185 
Beds.) Applications invited for the post ‘of SENIOR HOUSE 
OFFICER to Casualty and Radiotherapy Departments. Post 
tenable for 6 months or 1 year. Recognised for F.R.C.S8. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 
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COLCHESTER. ESSEX COUNTY HOSPITAL. (185 
Beds.) Applications invited for post of SENIOR HOUSE 
OFFICER (anesthetics). Rae tenable for 1 year. Recognised 
for F.F.A.R.C.S. and D.A. The successful candidate will be 
called upon to give ansesthetics in other hospitals in the Group. 
Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST METRO- 
POL ok i HOSPITAL BOARD. SENIOR CASUALTY 
OFFICER (Registrar status). Post vacant 22nd July, 1957. 
Busy ‘a artment. Post recognised for Fina] ¥.R.C.S. examina- 
| oo The Hospital may be visited on application to Hospital 
ecretary . 
Application forms obtainable from GrorGe A. PAINESs, 
Group Secretary, Hospital Management Committee, Croydon 
General Hospital, London-road, Croydon. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. CASUALTY 
OFFICER } ayy J House Let resident. Post vacant now. 
r Fina) egistrar 


S. examination. There is a R 
in ch ~ ‘Department. 
G.APPlication forms obtainable from GroRGE A. PAINBS 
up Secretary, Hospital Management Committee, Genel 
floep tal, London-road, Croydon. 
CROYDON. MAYDAY HOSPITAL. (611 Beds.) Croydon 
GROUP_ HOSPITAL MANAGEMENT COMMITTEE. * Locum Tenens 
REGISTRAR (obstetrics and Spascology ) between 8th and 
24th July, both dates inclusive. dent or non-resident 
Applications in writing, together with names of 2 referees, 94 
GEORGE A. PAINES, Group 
ospita] Management Committee. 
General Hospital, London-road, Croydon. _ 
DERBY. DERBYSHIRE ROYAL INFIRMARY (416 
Beds), DERBY CITY HOSPITAL (260 ae (Post recognised for 
training for D.A. and F.F.A.R.C.S SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(anesthetics) required for the above hospitals. Duties also at 
other hospitals in the Group. This post offers special experience 
in neuro and ortho: ic surgery and obstetrics. Appointment 
for P, year in first instance 
pply to_ Secretary, ‘Sheffield Regional Hospital Board, 
oma Sweedened, Sheffield, by 13th June, 1957, giving age 
nationality, qualifications, present and previous dppointenents 
with dates, naming 3 referees. 
a; DERBYSHIRE ROYAL INFIRMARY. 416 
ds.) HOUSE PHYSICIAN pre. registration) or SENIOR 
HOUSE OFFICER icine), vacant mid-July. 

















medi 
Apply, stating full details with copies of 2 recent testimonials, 
to Secretary. 








— DERBYSHIRE ROYAL INFIRMARY. (416 
ds.) HOUSE SURGEON (pre-registration) or SENIOR 

HOUSE OFFICER (general surgery), vacant early July. Post 

recognised for F.R.C.S. if held by Senior House Officer. 

Apply, stating full details with copies of 2 recent testimonials, 

to Secretary 


DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
Beds.) SENIOR HOUSE OFFICER required, vacant 

iy. 1957. Recognised for D.C.H. 

App’ oo stating full particulars together with copies of 

2 recent testimonials, to be sent as soon as possible to Hospital 

Secretary. ha os 

See BY. DERBYSHIRE CHILDREN’S HOSPITAL. 

(86 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 

HOUSE OFFICER required, vacant 15th June, 1957. Recog- 

nised for D.C.H. 

Applications, stating full particulars together with copies of 
2 recent testimonials, to be sent as soon as possible to Hospital 
Secretary. 

DOUGLAS, ISLE OF MAN. NOBLE’S ISLE OF MAN 
HOSPITAL. (160 Beds.) Applications are invited from registered 
medical practitioners wit: dgn~ - hospital experience, prefer- 
ably at a teaching hospital, for the post of SENIOR HOUSE 
SURGEON at this busy General Hospital. The Senior of 4 
House Officer posts. The post becomes vacant mid-June, and is 
suitable for candidate seeking further clinical experience and 
opportunity for reading for higher qualifications. Rec d 

Ca National Health Service salary and conditions of 
service. 

Applications, giving relevant particulars, and copies of 2 
recent testimonials, or names and addresses of 2 referees, should 
be forwarded to the Secretary, Noble’s Isle of Man Hospital, 
Douglas. 

DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. 
The Guest Hospital, Dudley (154 Beds) 
ENIOR HOUSE OFFICER (casualty). Post now vacant. 
pis + gl a (medical), pre-registration. Post vacant 
st Ju 
Wordeley ts Hospital, near — (478 Beds) 

SENIOR HOUSE OFFICER (surgical 

at top ae ist (medical), pre ne Post vacant 

at oa ‘OFFICER (surgical), pre-registration. Post vacant 

2 y,1 
The Corbett Hospital, Stourbridge (114 Beds) 
ae ae (surgical), pre- tration. Post vacant 
y,1 

Apply, Group Secretary, Guest Hospital, Dudley. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) SENIOR HOUSE OFFICER ( Resident 
Surgical Officer), vacant June. Good general surgical experience. 
Recognised for F.R.C.S. 

Applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire. 
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DURHAM. COUNTY HOSPITAL. (116 Beds.) Resident 
HOUSE a, required eo Bn agg aoa Casualty. 
Post for pre-registration purposes. is post offers 
facilities for "g00 ood and varied experience in a R. Seas 
A accident hospital which serves a wide mining and industrial 


eAppl ee: , experience, and names of 2 referees, to the 

Gree Reoretar e! ryburn Hospital, Durham. 

DUR UNTY wy etd (116 Beds.) Senior 
HOUSE, OFFICER in Ortho require famedietely. 
Resident. The County Hospital is the ‘as Cuthopate and 

Accident Hospital in a ae | and industrial area. Experi- 
ence can be obtained in branches of orthopeedics. 

Appwestons. a e - articulars of previous experience and 
names of 2 Group Secretary, Dryburn Hospital, 
Durham. 

DONCASTER ROYAL INFIRMARY. lications are 
invited for the post of SENIOR HOUSE ray FICER in the 
Orthopeedic bane oe a The post is recognised under the 
Fellowship regulations. 

,, Applications to the Group Secretary, Doncaster Hospital 

t Committee at Doncaster Royal Infirmary. 














HALIFAX. NORTHOWRAM HALL HOSPITAL. (108 
Beds.) SENIOR HOUSE OFFICER in Chest eens omsee. 
Post vacant Ist August, 1957. Duties incl 

busy chest clinic at the Royal Halifax Infirmary and — 
tuberculous chest ward work. ten — offers pny facilities 
for the study of chest diseases an ence is available with 
bronchoscopies and bronchograms. Balexy £819 10s. p.a., with 
a deduction of £150 p.a. for board, residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 

Halifax Infirmary, Halifax. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. 
(150 Beds.) Applications are invited for the pre-registration 
post of HOUSE SURGEON for general surgery and orthopeedics 
in this busy well-equipped hospital which is the principal s cal 
hospital in the Hastings Group. Recognised by Royal College 
of Surgeons. House Officer staff of 4. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to the Adminis- 
trator of the Hospital. 
eee ST. HELEN’S HOSPITAL. House Physician 
(p peo-pemiotons tion). Staff of 4. Post vacant ist July. 

Applications by 8th June to the A ator of the Hospital. 














SONCASTER ROVAL INFIRMARY. (330 Beds.) oer 
cations are invited for the post of RESIDENT ANMSTHET 8 
in the grade of Senior House Officer. — recognised under the 
regulations for the F.F.A.R.C.S. and D.A 

Applications to the Group Secretary, Doncaster Hospital 
Management Committee, at Doncaster Royal Infirmary. 
DONCASTER. WESTERN HOSPITAL. (Recognised 
under the Regulations for the D.Obst.R.C.0.G. and M.R.C.O.G. 
(obstetrical oa peremnee) and approved for Pre-registration 
Service under the Medical Acf, 1950.) Applic ations are invited 
for the post of OBSTETRICAL HOUSE OFFICER (Senior 
House Officer or pre-registration post), vacant late July. 

Applications should be forwarded to the Group Secretary, 

Doncaster Hospital Management Committee, at Doncaster 
Royal Infirmary, by 15th June. 
DORCHESTER, DORSET. HERRISON MENTAL HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited from 
registered medical penctttenens for the resident post of JUNIOR 
HOSPITAL MEDICAL OFFICER at the above Hospital. 
Salary and conditions * service in accordance with national 
scale. The Hospital uses all forms of modern treatment, and 
active research is carried out. The post offers good facilities for 
training in the specialty of psychiatry. 

Applications, with names of 3 referees, should be sent at once 
t the Medical Superintendent, Herrison Hospital, Dorchester, 

Jorset. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ANAESTHETIC REGISTRAR, United Norwich Hospitals. 

Recognised for F.F.A.R.C.S. and D.A. Appointment for 1 
year, renewable for second year. 

Applications, stating age, experience and names of 3 referees, 
to the Board’s Senior es Medical Officer, 4324 
Chesterton-road, Cambridge, we 13th June, 1957. Candida 
invited to visit hospitals by t arrangement with Hospital 
a Committee Secretary, Norfolk and Norwich 
Hospital 
EDINBURGH NORTHERN GROUP OF HOSPITALS. 
RESIDENT ANASSTHETIST required for Eastern General 
Hospital. Salary scale £467 10s.-£577 10s. This post is recognised 
for the Diploma in Anzsthetics. 

Applications, with names and addresses of 2 referees, to the 
Medical Superintendent, Western General Hospital, Edinburgh, 4. 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are — for the following posts 
at Western District by Glasg: 

(a) SENIOR HOUSE O FFICER 1 in Y Surgical Unit. 

(b) SENIOR HOU SE OFFICER in Medical Unit. 

The appointments will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and 
present appointment and naming 2 referees, to be lodged with 
po — 13, Woodside-place, Glasgow, C.3, by llth June, 























GLASGOW. VICTORIA INFIRMARY. Applications are 
invited for the post of SENIOR HOUSE OFFICER in Ortho- 
peedics for duties at the Victoria eet § and a large unit at 
the Victoria Auxiliary Infirmary, Philipshi The post, which is 
tenable for 1 wear is resident at Philipshill and is vacant as 
from ist July, 1 

Applications, bet names of 2 referees, should be sent to the 
Sec! pag! Board of Management for Glasgow Victoria Hospitals, 
24, St incent-place, Glasgow, C.1. 
HARROW CHEST CLINIC, 199, Station-road, Harrow, 
MIDDLESEX. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time REGISTRAR in Chest Diseases required 
at above Clinic. Duties will include work on the district and 
supervision of beds at Colindale Hospital. Good training 
in general medicine essential and some experience in chest dis- 
eases desirable. Clinic may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
Secretary, Hendon Group Hospital Management ( Yommittee, 
—* General Hospital, Edgware, Middlesex, by 11th June, 





HALIFAX “ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Anesthetics required. Post 
recognised for D.A. Salary £819 10s. p.a., less £150 p.a. for 
board, residence, &c. 

Applications to be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax. _ ete TRI 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Casualty and . 
Surge’ Bas ar Post recognised for F.R.C.S., d is vacant 
Ist J 1957. Salary £819 10s. p.a., with deduction of £150 
p.a. for beard, residence, &c. 

Apply to Group Secretary, Royal Halifax Infirmary, Halifax. 











HAVERFORDWEST. PEMBROKE COUNTY WAR 
ee, ee age 8 onion’ ) WEST WALES HOSPITAL 

MANAGE: plications are invited for the post of 
SENIOR HOUSE C OFFICER ser cal) ( d by the Royal 
College of Surgeons, and for Pre-registration Service) which 
will become vacant on Ist July, 1957. Salary and conditions of 
service as laid down by the finistry of Health. 

Applications, stating age, qualifications, experience, and 
nationality, with names and addresses of 3 referees, to the 
Group Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HEMEL Gee “HERTFORDSHIRE. WEST 
prens HOSPITAL. OUSH SURGEON (pre-registration) 


uired. 
ru pplications, giving full details and copies of recent testi- 
monials, should be sent to the Hospital Secretary at once. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hos- 
pita] sitnated 21 miles from London.) Applications are invited 
for the undermentioned appointments :— 
HOUSE SURGEON (general) first or second post. To com- 
mence 13th June, 1957. 
HOUSE SURGEON (general, gynecology and obstetrics) 
first or owe post. To commence 13th J ane 1957. 
Pre-registration posts ; recognised under F.R.C. s. regulations. 
Applications to Group Secre , Hertford Hospital Manage- 
ment Committee, County Hospit , Hertford, Herts 








HEXHAM GENERAL HOSPITAL, Northumberland. 
(304 Beds. 5 Megas are invited for the following posts, 
eet in J ext. 

OUSE PHYSICIANS (2). 

HOUSE SURGEONS (3), general surgery and orthopedics. 
Hospital recognised by the Royal College of Surgeons. There 
is a large orthopeedic unit providing excellent experience in this 
branch of surgery. All are pre- aN mp men posts but applications 
from registered practitioners will be considered and also from 
final year students ia anticipation of graduation. 

Applications, With the names of 2 referees, should be sent to 
wo Pg roup Secretary, General Hospital, Hexham, Northumber- 
and. 

HITCHIN. NORTH HERTS HOSPITAL. House Surgeon 
required. Post vacant now. d as pre-registration post. 

Applications, stating age, nationality, qualifications and 
expe: ~ together with copies of 3 recent somone, to the 
Medical dministrator, Lister Hospital Hitchin, soon as 


HUDDERSFIELD ROYAL INFIRMARY. (285 Beds. 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUS 
pod mp oe required, to commence duty immediately. The 
is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 
Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 


HULL A GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (Pediatric Unit). Duties at 
Victoria Children’s be hag ae for 3 months, followed by 3 months 
a ~~ eediatric wards, Western General Hospital. interest- 
varied post which includes outpatient and casualty work. 
This 4 appointment, which commences on Ist July, 1957, is 
for the D.C.H. 
Apply, giving experience, testimonials, &c., to the Secretary, 
Victoria’ ospital for Sick Children, Park-street, Hull. 
—. a Praer owt HOSPITAL MANAGEMENT 
cations are invited for the post of SENIOR 
HOUSE or Cnt in the E.N.T. Depertmens of the Victoria 
Hospital for Sick Children and the Hull Royal The 
pm a is now vacant, is recognised. for the F.R.C.S. 
an 
Applications, with testimonials, should be sent to the Hospital 
Secretary, Victoria Hospital for Sick Children, Park-street, Hull. 


HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 























HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE spr icatrone 
are invited for the post of RESIDENT JUNIO JSE 
SURGEON (pre- or post-registration). nised for the 


Recog! 
F.R.C.S. examinations. Busy acute General Surgical Unit. 
Applications, with 2 recent testimonials, to the Hospital 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical), vacant 
mid-June. Post recognised for pre-registration purposes. 


Secretary, County Hospital, Huntingdon. 
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ILKLEY. MIDDLETON HOSPITAL. (430 Beds.) Resident 
SENIOR HOUSE OFFICER (medical) required at the above 
Hospital. This appointment provides for experience in the 
specialties of tuberculosis and geriatrics. 

Applications, stating age, nationality, 
experience, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE OFFICER (Resident Anesthetist). The 
post, which becomes vacant on Ist July, 1957. and is normally 
of 1 years duration, is recognised for the D.A. and the 
F.F.A.R.C.S. examinations. 

Applications, stating age and nationality, together with recent 

testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ns vacant on 23rd June, 1957. Approved pre-registration 
post. 

Applications, with 
Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments, now vacant. The post is recognised for pre-registration 
and for the D.L.O. examination. 

Applications, giving full particulars and copies of recent 
testimonials, to Hospital Secretary. 

IPSWICH AND EAST SUFFOLK HOSPITAL, Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE PHYSICIAN. Approved pre-registration post. 

Applications, stating age, nationality and experience, together 
with copies of 3 recent testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath 
ROAD WING, IPSWICH. (280 Beds.) Post of HOUSE SURGEON 
(pre-registration), to 2 General Surgeons, vacant 2nd July, 1957. 
Recognised for R.C.S, examinations. 

Applications with full details, and recent testimonials to 

Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
SURGEON required. Duties include plastic surgery and 
orthopedic surgery (58 orthopeedic beds and 14 plastic surgery 
beds). Large outpatient clinics. 

Applications, stating age, qualifications, nationality, and 
copies of up to 3 testimonials, to Group Secretary, South West 
Middlesex Hospital Management Committee, West Middlesex 
Hospital, by Lith June. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. Senior 
HOUSE OFFICER (E.N.T.—approximately 18 Beds). Large 
outpatient clinics. 

Applications, stating age, nationality, qualifications and 
experience, with copies of up to 3 testimonials, to Group Secre- 
tary, South West Middlesex Hospital Management Committee, 
West Middlesex Hospital, Isleworth, by 12th June. 
KETTERING. ST. MARY'S HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER in 
Obstetrics and Gynecology at above Hospital. Post vacant now. 

Applications, giving particulars of qualifications and enclosing 

copies of 3 recent testimonials, to be sent to the Group Secretary, 
Kettering and District Hospital Management Committee, General 
Hospital, Kettering, immediately. 
KETTERING AND DISTRICT GENERAL HOSPITAL, 
NORTHANTS. Applications are invited for the post of HOUSE 
SURGEON (pre-registration), vacant immediately. Post 
recognised for F.R.C.S. 

Applications, stating age, experience and qualifications, 
together with copies of 3 recent testimonials, to be sent to the 
Group Secretary, Rothwell-road, Kettering. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL, WORCESTERSHIRE. Applications are invited for the pre- 
registration post of HOUSE OFFICER (House Surgeon) at the 
above Hospital. Post vacant now. 

Applications, with the names of 3 referees, to the Hospital 

Secretary. 
LANCASTER. ROYAL LANCASTER INFIRMARY. 
(233 Beds.) SENIOR HOUSE OFFICER (medical). Duties 
include care of acute cases under the supervision of 2 Consultant 
Physicians and attendance at consultative clinics. The post is 
normally tenable for 1 year. Post vacant middle of June. 

Applications, with names of 2 referees, to be addressed to the 

Group Secretary, Royal Lancaster Infirmary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (197 Beds.) HOUSE SURGEON for Obstetric and 
Gyneecology Departments. Applications from fully registered 
practitioners and pre-registration applicants. Post vacant 11th 
July, 1957. Recognised for D.Obst.R.C.0O.G. 

Apply Hospital Secretary, together with copy testimonials. 
LENNOXTOWN, STIRLINGSHIRE. LENNOX CASTLE 
MATERNITY HOSPITAL. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER at above Hospital. 
Salary in accordance with recognised scale, and appointment 
subject to National Health Service (Superannuation) Regula- 
tions, 1950. 

Applications, stating age, sex, nationality, qualifications, 
experience and present appointment, together with names and 
addresses of 3 referees, to be submitted immediately to the 
goguetary. B.O.M., Lennox Castle, 113, Douglas-street, Glasgow, 


qualifications and 


copies of recent testimonials, to the 











LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anssthetics, general medicine, 
general and orthopeedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 


Park-parade, Harrogate. 
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LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
General Surgery 

Leeds A Group. Resident at St. James’s Hospital, Leeds 

(140 general surgical beds). 1 of 2 similar posts. 
Psychiatry 

Menston Hospital, near Leeds (2500 Beds). If desired 
facilities for attendance at Leeds University will be provided if 
the successful candidate is studying for the D.P.M. 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and ad es of 3 referees, to the Secre , Joint Registrars 
Committee, Park-parade, Harrogate, by 13th June, 1957. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. 2 REGISTRARS in Pathology 
required, 1 with special reference to hematology and interna} 
medicine, the other with special reference to surgical pathology 
and to work in conjunction with the Departments of Clinical 
Medicine and Surgery. Both posts tenable for a maximum period 
of 2 years. Terms and conditions of service for hospital medica} 
staff apply. 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, should be sent to the Sub- 
Dean, School of Medicine, Leeds, 2, as soon as possible. > 
LEEDS, 7. CHAPEL ALLERTON HOSPITAL. (229 
Beds.) SENIOR HOUSE OFFICER (surgical) required. 
National Health Service terms and conditions. 

Apply Medical Superintendent. a 
LUTON AND DUNSTABLE HOSPITAL. Children’s 
ANNEXE, LUTON BEDS. RESIDENT PAZSDIATRIC HOUSE 
OFFICER required mid-June. The post is recognised for the 
D.C.H. and as a second pre-registration post in medicine. The 
duties will coyer both medical and surgical wards. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to the 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s Hospital, Luton, Beds, as soon as possible. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Locum ANASSTHETIC REGISTRAR required from 
Ist July, 1957, for about 2 months. 

Applications, giving usual particulars, to Secretary, Luton and 
Hitchin Group — Management Committee, St. Mary’s 
Hospital, Luton, Beds. a ‘oy 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT. (328 Beds.) Locum SENIOR HOUSE OFFICER 
(surgical) required ; post vacant immediately ; remuneration 
£15 19s. per week. Experience will be gained in all branches of 
thoracic surgery. 

Applications, stating age, qualifications, experience, &c., and 

copies of 2 recent testimonials, to the Department of Thoracic 
Surgery, Leicester Isolation Hospital and Chest Unit, Groby- 
road, Leicester. 
LINCOLN. ST. GEORGE’S HOSPITAL. (204 Beds. 
Recognised for training for F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(orthopeedics) with outpatient clinic duties at the County 
Hospital, Lincoln, required. Married accommodation available. 
There are 42 orthopedic beds. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, by 13th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LIVERPOOL, 9. AINTREE HOSPITAL. Fazakerley 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER (surgical). Applications are 
invited from registered medical practitioners. The Hospital 
is for the treatment of pulmonary and non-pulmonary tuber- 
culosis, and is a main centre for thoracic surgery and has an 
Orthopedic Department. Salary will be in accordance with 
terms and conditions of service for hospital medical staff. 

Applications, endorsed ‘‘ Resident Senior House Officer, 
to be submitted immediately to the Physician-Superintendent. 
LIVERPOOL, 9. AINTREE HOSPITAL. Fazakerle 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. RESIDEN 
SENIOR HOUSE OFFICER (medical). Applications are 
invited from registered medical practitioners. The Hospital 
is for the treatment of pulmonary and non-pulmonary tuber- 
culosis and ig a main centre for thoracic surgery and has an 
Orthopeedic Department. Salary will be in accordance with 
terms and conditions of service for hospital medical staff. 

Applications, endorsed ‘‘ Resident Senior House Officer,’” 
to be submitted immediately to the Physician-Superintendent. 
LIVERPOOL, 18. MOSSLEY HILL HOSPITAL. Senior 
HOUSE OFFICER (surgical) required immediately. National 
Health Service terms and conditions. 

Apply Medical Superintendent. 

LIVERPOOL REGIONAL HOSPITAL BOARD. Whiston 
HOSPITAL. Applications are invited for the post of RESIDENT 
REGISTRAR in Pediatrics with duties at the above Hospital. 

Forms of application from Dr. T. Lloyd Hughes, Senior 
Administrative Medical Officer, Liverpool Regional Hospital 
Board, 19, James-street, Liverpool, 2, to be returned not later 
than 15th June, 1957. 

VINCENT COLLINGE, Secretary to the Board. 


Registrar 





























LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
ROYAL LIVERPOOL CHILDREN’S HOSPITAL. Applications are 
invited for the post of RESIDENT MEDICAL OFFICER 
(Pediatric Registrar grade) at the Heswall Branch of the 
Hospital for the period from as soon as possible to 30th Septem- 
ber, 1958. Annual reappointment thereafter until completion 
of the normal period of training will be considered without need 
for further application. 

Apply by 15th June, 1957, on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY. Applications are 
invited for a post of REGISTRAR in Otorhinolaryngology for 
the period from as soon as possible to 30th September, 1958. 
Annual reappointment thereafter until completion of the 
normal ‘period of training will be considered without need for 
further application. The temporary tenancy of a furnished flat 
may be available if required for the successful applicant. 

Apply by 15th June, 1957, on ~ obtainable from the 
Secretary, 80, Rodney-street, Liverpool, 
MAIDENHEAD HOSPITAL, Sackakives Applications 
invited for post of HOUSE su RGEON, vacant 30th June. 
Pre-registration post. 

Applications, stating age, na:ionality and qualifications, with 
names of 3 referees, to Secretary. sr 
MAIDSTONE. WEST KENT GENERAL yn ne 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTE 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant now. 
Salary at the rate of £467 10s.-£577 10s. p.a. A deduction at the 
rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soori as possible, to the 
Administrative Officer at the Hospital. 

MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT Applic ations are invited 
for the post of SENIOR HOUSE OFFICER at the above Hos- 
pital, which contains 330 Beds for treatment of pulmonary 
tuberculosis and other chest diseases and includes a major 
Thoracic Surgical Unit. Candidates should have had experience 
in general medicine and in the treatment of pulmonary tubercu- 
losis in adults. Salary £819 10s. /f.a., national scale and conditions. 

Applications, stating age, qualific ations and experience with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary by 22nd June, 1957. 
MONTAGU HOSPITAL (168 Beds) 
Locum SENIOR 
Residential 


MEXBOROUGH. 
AND SANDYGATE HOUSE ANNEXE (30 Beds). 
HOUSE OFFICER (casualty and orthopedics). 
emoluments £150 p.a. 

Applications to the Secretary, Hospital Management Com- 
mittee, ‘“‘ Fern Bank,’’ Doncaster-road, Rotherham. 
MEXBOROUGH. MONTAGU HOSPITAL AND 
ANNEXE. (198 Beds—22 obstetrics, 15 gynscology.) Locum 
SENIOR HOUSE OFFICER (obstetrics and gynecology) 
required immediately. Residential emoluments £150 p.a. 

Applications to Secretary, Hospital Management Com- 
mittee, “‘ Fern Bank,”’ Doncaster-road, Rotherham. 

MID GLAMORGAN HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for the following Medical Staff 
ee 

ath General Hospital, Neath (412 Beds) 

SENIOR HOUSE OFFICER (pediatrics). 

Port Taibot General Hospital, Hospital-road, Port 
Talbot (85 Beds) 

SENIOR HOUSE OFFICER (surgery.) 

Applications to be addressed to the Group Secretary of the 

Committee, 8, Wind-street, Neath. 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. REGISTRAR in Child 
Psychiatry required, based at Child Psychiatric Centre, for 1 
year in first instance. Training opportunities available in clinical 
peediatrics and time is allowed for attendance at the University 
Course for the D.P.M., but preference will be given to candidates 
who have had experience in either child psychiatry and pedi- 
atrics, or peediatrics and adult psychiatry. Candidates may 
visit the Unit by arrangement. 

Application forms from Group Secretary, to be returned as 
soon as possible. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
to the Department of Psychiatry, to commence as soon as 
possible. Whole-time non-resident appointment for 12 months, 
renewable. Previous experience in psychiatry essential. 

Application form obtainable from the undersigned, to be 
returned not later than 15th June, bag A 

H. Taylor, Secretary. 

MANCHESTER, 20. -WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER (surgical) 
including casualty duties, vacant immediately. The post is 
recognised by the Royal College of Surgeons for the Final 
F.R.C.S. examination and possession of the primary F.R.C.S. 
will be an advantage. The Hospital is recognised by the Man- 
chester University for the teaching of undergraduate students. 

Applications, with full details, to the Group Secretary, 

Withington Hospital, immediately. 
MANCHESTER on p HOSTAL BOARD. Salford 
HOSPITAL MANAGEMENT Applications invited for 
post of NON- RESIDENT. REGISTRAR to the Neurosurgical 
Department at Salford Royal and the Royal Manchester 
Children’s Hospitals. In addition to adult work the post offers 
exceptional opportunities for experience in pediatric neuro- 
surgery. 

Applications, together with names and addresses of 2 referees, 

to be sent to the Group Secretary, Salford Royal Hospital, 
Salford, 3, before 8th June, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WITHINGTON 
HOSPITAL, MANCHESTER 20. The Board invites applications for 
the post of REGISTRAR in Pathology, Group Laboratery, 
Withington Hospital (1988 Beds). The laboratory is recognised 
for the D.Path examination, and facilities are available for 
training in all branches of clinical pathology. 

Applications, stating age, qualifications present post, experi- 
ence and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 

















h main duties at Bolton Hoyal Infirmary and 
Bolton District General Hospital. Recognised for the D.A. 
and F.F.A.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, sh hould be sent immediately 
to the eee Secretary, Bolton and District Hospital Manage- 
ment Committee, The Royal Infirmary, Bolton. 

MORECAMBE. QUEEN VICTORIA HOSPITAL. Senior 
HOUSE OFFICER (obstetrics and gynecology). Post vacant 
early June. 

Applications, with names of 2 referees, to Group Secretary, 

Royal Lancaster Infirmary. 
MARGATE. GENERAL HOSPITAL. (132 Beds.) House 
PHYSICIAN. Approved pre-registration post. Salary at the 
rate of £467 10s.-£557 10s. p.a., according to experience, less 
£125 for residential emoluments. 

Applications, with copies of testimonials, to Hospital 
ee, , eee 
NEWCASTLE GENERAL HOSPITAL. — Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
The ponowene 5 pertte nt posts become vacant on 7th J uly, 1957 :-— 

* HOUSE PHYSICIANS (4), General Medical Wards. 
a os hey posts rotate with the House Physician post in 
he Cardiovascwar Department.) 

® HOUSE PHYSICIAN (1), Coseseoning Department. 

(This post_ rotates with the 2 House Physician posts in 
General Medicine.) 

HOUSE PHYSICIANS (4), Perediatrics. Hospital for Sick 
Children, Newcastle upon Tyne (2), and Children’s Department, 
Newcastle General Hospital (2). 

3 of the posts are for pre-registration candidates (M. and S.). 
The posts offer experience in the whole of the pediatric work of 
the hospitals, including general medicine and surgery and the 
special departments. There is a close association with the 
University Department of Child Health. 

* HOUSE PHYSICIAN (1), Geriatric Unit. 

* HOUSE SURGEONS (2), General Surgery. (Recognised for 
F. R. <: oe a.) 

E SURGEON @), Accident and Admission Depart- 
a " ieaianiel for F.R.C.S. Diploma. ) 

* These posts are recognised for the purpose of Pre-registration 
Service ane —— will be accepted from students on the 
point of taking their qualifying examination. 

Applications, together with names and addresses of 2 referees, 
should be sent to the Secretary, Newcastle General Hospital, 
Newcastle upon Tyne, 4, by 8th June, 1957. 

NEWCASTLE REGIONAL HOSPITAL BOARD. 

REGISTRAR PACDIATRICIAN (whole-time), Newcastle 
Group of hospitals. Duties to begin in July, will include a period 
of 6 months with neonates in Maternity Department, Newcastle 
General Hospital (838 Beds), and also probably a od of 
duty at Hospital for Sick Children. Post linked with University 
Dewees of Child Health and includes teaching duties. 

REGISTRAR SURGEON (whole-time), North West Durham 
Group of hospitals—Shotley Bridge General (533 Beds). Single 
accommodation available. Post ees for F.R.C.S. Appoint- 
ment commences Ist September, 1957. 

REGISTRAR ANASTHETIST (whole-time), Hartlepools 
Group of hospitals—main hospitals: Gene (471 Beds), 
Cameron (73 Beds), Hartlepools (134. Beds). Single accom- 
modation available. Post recognised for D.A. and F.F.A.R.C.S. 
examinations. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL BOARD. East 
CUMBERLAND GROUP OF HOSPITAIS. SENIOR REGISTRAR 
in Angsthetics on Locum basis for a period of 3-6 months 
required immediately. Salary £24 per week. 

Applications, naming 3 referees, to Senior Administrative 
Medical Offiter, 72, Warwick-road, Carlisle. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA OF CUMBERLAND AND NORTH WESTMORLAND. -N.T. 

REGISTRAR. Post recognised for F.R.C.S. and D.L.O. Single 
quarters available at Cumberland Infirmary, Carlisle. Registrar 
will work under direction of Senior E.N.T. Surgeon at hospitals 
in Carlisle, West Cumberland and Dumfries. 

Applications, stating age, qualifications and experience, 
together with names of 3 referees, should be sent to the Senior 
Administrative Medical Officer, 72, .Warwick-road, Carlisle, 
within 14 days. 

NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE AND HEXHAM AND DISTRICT HOSPT1AL MANAGEMENT 
COMMITTEE. DEPARTMENTS OF OBSTETRICS AND GYNASCOLOGY. 
p= ero are invited for the following posts, vacant on 
7th July, 1957 :-— 

(1) Newcastle General Hospital (838 Beds) 

Department of Obstetrics and Gynecology ae Beds), 
HOUSE SURGEONS (resident) pre-registration (2 

This Sopeeteaas is recognised for the M.R. 0.G., and 
D.Obst.R.C.0.G., and undertakes the training of medical students 
in the University of Durham. Preference will be given to pro- 
visionally registered candidates who have carried out their first 
house Te ey 

(2) Hexham General Hospital (304 Beds) 

Gynecology : HOUSE SURGEON (resident), pre-registra- 
tion. Recognised for M.R.C.0.G. een considered from 
final year students in anticipation of gradua 

(3) Dilston Hall Maternity loapitaty "Corbridge (50 


Beds) 
Obstetrics : HOUSE SURGEON (resident), pre-registration. 
Recognised for D.Obst.R.C.0.G 

Applications, together with names and addresses of 2 referees, 
should be sent to the Secretary, Newcastle General Hospital, 
Westgate-road, Newcastle upon Tyne, by 8th June, 1957. 
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NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited for the whole-time 
non-resident appointment of SENIOR REGISTRAR to the 
Department of Obstetrics and Gyneecology at the Royal Victoria 
Infirmary and the Princess Mary Maternity Hospital. The 
appointment will be subject to national terms and conditions 
of service for hospital medical and dental staffs in the National 
Health Service. 

Applications, giving age, nationality, experience and qualifica- 
tions, with the names and addresses ef 3 referees, should be sent 
to the undersigned within 2 weeks of the date of appearance of 
this advertisement. 

. W. SANDERSON, House Governor and Secretary. 

Royal V ictoria Infirmary, Newcastle upon Tyne, 1. 
NEWMARKET GENERAL HOSPITAL. Applications « are 
invited for the post of HOUSE PHYSICIAN, vacant 8th J 
1957. Duties include house charge of general medical ‘ona 
pulmonary tuberculosis beds. The post is recognised for pre- 
registration, is resident and tenable for 6 ante. Salary in 
accordance with national scale. 

Applications, together with 3 recent testimonials, to Medical 
Superintendent. he 
NEWTON ABBOT HOSPITAL. (General Section 65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
Female) required 8th June, 1957. Married quarters available. 

Applications (quoting Ref. F.364/38), stating qualifications, 
nationality, age, with copy testimonials, to be sent to the 
Group Secretary, Torquay District Hospital Management 
Committee, Torbay Hospital, Torquay, S. Devon. 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE OFFICER (obstetrics 
and gynecology) (recognised for pre-registration purposes) 
which will be graded Senior House Officer or House Officer in 
accordance with experience. Recognised for the M.R.C.O.G. 
and D.Obst.R.C.0.G. Post vacant on 15th July, 1957. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 

NOTTINGHAM. CITY HOSPITAL Plastic Surgery, 
JAW INJURIES AND BURNS CENTRE. SENIOR HOUSE OFFICE 
in Plastic Surgery. vious experience in specialty not essential. 
The successful candidate will receive a thorough training in 
plastic surgery and burns. Hospital intakes from Nottingham 
and Derby areas. Salary £819 10s., less £150 board-residence. 
Post vacant immediately. 

Applications, together with copies of 3 testimonials, should be 
forwarded to the Hospital Secretary, Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE PHYSICIANS required during June. 

Applications, stating age, qualifications and nationality, 
together with copies of testimonials, to be sent to the Group 
Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Resident pre- 
registration or registered HOUSE SURGEONS required: 1 
immediately, others June. 

Applications, stating age, qualifications and nationality, 
together with copies of testimonials, to be sent to the Group 
Secretary. eR Na at $e ea 
NOTTINGHAM. HEATHFIELD HOSPITAL, Hucknall- 
road, NOTTINGHAM. (Infectious Diseases.) Resident Locum 
MEDICAL OFFICER (Male or Female) required for holiday 

eriod of 8 weeks commencing 9th July, 1957. Junior Hospital 
fedica] Officer rate of £19 5s. per week, less residential emolu- 
ments. Previous fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon as 

possible to Physician-Superintendent. 
NOTTINGHAM. HIGHBURY HOSPITAL, Bulwell, 
NOTTINGHAM. SENIOR HOUSE OFFICER (surgical) require d. 
Duties to commence on 24th June, 1957. Good opportunity for 
suitable candidate to gain experience in operating. This post 
is an exce'lent one for candidate who wishes to sit for Final 
F.R.C.S. examination in the near future. 

Applications. stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Secretary. 


ORPINGTON HOSPITAL, Orpington, Kent. Resident 
HOUSE PHYSICIAN. Approved pre-registration appointment 
to Geriatric Department of General Hospital. Post now vacant 
offers sound experience in investigation and treatment of acute 
and chronic conditions in the elderly. 

Applications, with copies of 2 recent testimonials, to Physician- 
Superintendent. 


ORPINGTON HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE PHYSICIAN (Male or Female) for Geriatric 
Department. Post offers good clinical experience and opportunity 
for higher studies. Hospital may be visited by appointment. 

Applications, with copies 2 recent testimonials, to Physician- 
Superintendent. 


OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of NON-RESIDENT REGISTRAR in 
the Department of Pathology, Radcliffe Infirmary, to com- 
mence immediately. There will be opportunities for working in 
all the departments including neuropathology. 

Applications, on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
8th June. 


OXFORD. UNIVERSITY OF OXFORD. UNITED 
OXFORD HOSPITALS. Applications are invited for the whole-time 
post of SENIOR REGISTRAR in General Medicine. The 
appointment will be for 1 year in the instance and eligible 
for extension to the normal tenure. Applicants must hold a 
—— r medical qualification. 

Applications, on forms obtainable from the Secretary, Regis- 
trar Committee, 43, Banbury-road, Oxford, should reach him 
by 22nd June. 
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OXFORD. WARNEFORD AND PARK HOSPITALS 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER required. 
Warneford a (150 Gets) is an acute Psychiatric Unit, 
specially related to research and postgraduate teaching. The 
adjacent Park Hospital is a Heuvesie Centre (34 Beds) with dail ~< f 
outpatient clinics. vious psychiatric et not essent: 

This post is specially suitable for training for D.P.M., for which 
full facilities are available, including neurology ‘and child 
psychiatry. The post is resident with accommodation for a single 


man or woman. 

Further particulars may be obtained from the Physician- 
Superintendent, Warneford Hospital, Oxford, to whom applica- 
tion should be sent, with the names of 2 referees, by 8th June, 
PLYMOUTH. MOUNT GOLD ORTHOPADIC HOS- 
PITAL. SENIOR HOUSE SURGEON for the Orthopedic 
Hospital and Fracture Service, centring on Mount Gold Hospital 
and associated hospitals. Post recognised by the R.C.S. 

Applications, stating age, qualifications with dates, &c., 
and with copies of 2 recent testimonials, to be forwarded to the 
Secretary. 
ee SOUTH DEVON AND EAST CORNWALL 
HOSPIT. 

House SURGEON (pre- worenaetion post), vacant 23rd July, 

957 ised for the F.R.C.S. Freedom Fields Section. 

HOUSE SURGEON (pre- “registration post), vacant Ist July, 
1957. Recognised for the F.R.C.S. Devonport Section. 

HOUSE SURGEONS (pre-registration posts), vacancies 
Ist and nee he July, 1957. Recognised for the F.R.C.S. Greenbank 

Applications, stating age, nationality, and experience, with 
names of referees, to be sent to the undersigned as soon 
as ee, 











ALL, Dogutz Group Secretary, Plymouth, 
South’ es and it Cornwall General Hospital Greup. 
7, Nelson-gardens, Stoke, Plymouth 
PONTYPRIDD (near). EAST GLAMORGAN HOS- 
PITAL, CHURCH VILLAGE. (316 Beds and large Outpatient 
Department. ae nor gy ot 's Base cow. ars po —_—a of 
eS 000. Recognised for D.Obst. F.R.C D.C.H., 
F.F.A.R.C.S., D. - ) SENIOR HOUSE “ORFICER (obstetrics 
and gynecology) to commence on 26th June, 1957 
I gas stating age, qualifications, and experience, 
with copies of 2 recent testimonials, to be sent to 
Rey Group Secretary, Pontypridd and Rhondda Hospital Manage- 
pane peat aaa Courthouse-street, Pontypridd, as soon: as 
possible. 
POOLE GENERAL HOSPITAL, Dorset. Bournemouth 
AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the appointment of HOUSE SURGEON 
(pre-registration). The post, which becomes vacant on Ist 
July, is recognised for the F.R.C.S. and F.R.C.S.E. 
__Applications to the Hospital Secretary. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 
Queen Alexandra Hospital (87 surgical beds) 
a Bn SURGEON pee Soeeaen), vacant end of June. 


sp 

SENIOR HOUSE OFFICER required with duties also on the 
tuberculosis wards and the poliomyelitis diagnostic and respira- 
tory centre. Vacant now. 

Chest Services of the Portsmouth Group 
yr ee HOUSE OFFICER, vacant now. 
ae stating age, experience, and qualifications, 
together with the names of 2 referees, should be forwarded as 
soon as possible to E. H. Hurst. 

Saint Mary’s Hospital, Milton-road, Portsmouth. 

REDHILL COUNTY HOSPITAL. Senior House Officer 
(anesthetics). Post vacant mid-June, recognised for F.F.A. 
R.C.S. and D.A. 1 year appointment, renewable. 

Apply to Group Secretary, Redhill Hospital Management 

Committee, Earlswood Mount, Pendleton-road, Redhill, Surrey 
(phone : Redhill 3581, ext. 20). 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. HOUSE SURGEON. Appointment 
recognised for pre-registration training, fully-registered candi- 
dates may apply 

Applications te Hospital Secretary. 

REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (Male), 
mainly surgical. Post vacant immediately. 

Apply to the Hospital Secretary. 

REASING — DISTRICT HOSPITAL MANAGEMENT 
MITTEE. erie are nyees for the post of RESIDENT 
SENIOR HOUSE OFFICER (area Accident and Ortho 
Department), vacant immediately. Recognised for F.R.C.S. 
oe including work in area Casualty Department at Battle 
ital, Reading (300 Beds). Person <epetated will work with 
Reslet istrar and House Officers. 

Ap ly tie, towether nationality, present post, and qualifications 
with er dine names of 2 referees, to Group Secretary, 
3, Conventead, Thos iT 
READING AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SENIOR HOUSE OFFICER for E.N.T. Depart- 
am | qeret Berkshire Hospital, Reading (40 Beds). Post recog- 
nised for D. 

Applications, ‘stating age, nationality, experience and qualifi- 

cations, together with names of 2 referees, should be sent to 
Group Secretary, 3, Craven-road, Reading. 
READING. BATTLE HOSPITAL. (391 Beds.) Applica- 
tions are invited from registered medical practitioners for the 
post of RESIDENT JUNIOR HOUSE SURGEON in the 
Accident and Orthopedic Department. Post vacant 2nd June, 
1957. F.R.C.S. recognised. Also casualty duties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with 1 copy of recent testimonial, to Hospital 
Secretary. 









































Qnmz 


~4 Bir Q 


vi 
te 


KOnrm @ 


Sposa" ain2 


-—AS @ 





tal 


ne 
a 


~ oe Boros 


oT. CU 








THE LANcET] 


THE LANCET GENERAL ADVERTISER 


[June 1, 1957 





READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNAZCOLOGY. (100 Beds.) Applications 
are invited from registered medical practitioners for the resident 
post of HOUSE SURGEON to the above Department. The 
capetenens, which is vacant on Ist July, 1957, is for 1 year, 
with 6 months gynecology at the Royal Berkshire Hospital, 
and 6 months in the Maternity Unit at Battle Hospital. Both 
appointments are recognised for the Diplomas of the Royal 
College of Obstetricians and Gynecologists. 

Write, stating age and qualifications with dates, nationality, 

and present post, with copy of 1 recent testimonial, ‘to Secretary, 
Royal Berkshire Hospital, Reading. 
RHYL. ROYAL ALEXANDRA HOSPITAL. (138 Beds.) 
Applications are invited for the appointment of a CASUALTY 
OFFICER (Senior House Officer grade) at the above Hospital. 
Post recognised for F.R.C.S. Successful applicant will be 
required to commence duties Ist July, 1957. 

Applications, stating age, qualifications and experience and 

nationality, accompanied by copies of 2 recent testimonials, 
should be sent to the Group Secretary, Clwyd and Deeside 
Hospital Management Committee, ‘‘ Rhianfa,” Russell- 
Rhyl, within 10 days of the date of publication of this 
advertisement. 
RICHMOND, SURREY. CASSEL HOSPITAL FOR 
FUNCTIONAL NERVOUS DISORDERS. (GROUP 51.) SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. Applications are 
invited for the post of REGISTRAR in Psychotherapy. Candi- 
dates must be psychiatrists with special interest in psycho- 
analysis and experience in psychotherapy. Candidates may 
visit the Hospital by appointment. 

Application forms may be obtained from the undersigned 
and should be returned to the*Secretary within 14 days of the 
appearance of this advertisement. 

D. MALLION, Secretary, 
Cassel Hospital Management Committee. 

Ham Common, Richmond, Surrey. 

RICHMOND. ST. JOHN OF GOD’S HOSPITAL, , Scorton, 
RICHMOND, YORKSHIRE. Immediate vacancy for Male JUNIOR 
HOUSE MEDICAL OFFICER. Whitley scale. 

Apply, Rev. Prior. 

ROCHDALE INFIRMARY. Senior House Officer (anws- 
thetics) required. 

Applications, with names and addresses of 2 referees and full 

particulars, to Group Secretary, Central Offices,.Birch Hill 
Hospital, Rochdale, Lanes, as soon as possible. 
ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of RESIDENT CLINICAL PATHOLOGIST (Senior House 
Officer grade) in the Department of Pathology of the Rochdale 
Group of hospitals. The duties will consist mainly of clinical 
pathology, also general and emergency work and supervision 
of the blood banks. Previous pathology experience is not 
essential. 

Applications, giving usual particulars and names and addresses 
of 2 referees, to Group Secretary, Centra] Offices, Birch Hill 
Hospital, Rochdale, Lancs, at once. 
ROMFORD GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. CLINICAL ASSISTANT required on the staff of the 
Regional Ophthalmic Centre at Oldchurch Hospital, Romford, 
to undertake 1 outpatient session per week in the Eye Clinic at 
Connaught Hospital, Chingford (Wednesday afternoons). 

Applications to be sent to Group Secretary, Oldchurch Hos- 

pital, Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) ORTHOPAEDIC HOUSE SURGEON (resident) required 
in the Orthopeedic and Accident Unit from 17th June, 1957. 
The service consists of 100 beds equally divided between traum- 
atic surgery and “ cold ” eS He Post is recognised for 
pre-registration purposes and for F.R.C.S. 

Applications to be sent to Group * cn Atl Romford Hospital 
Management Committee, Oldchurch Hospital, as soon as possible. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT "HOU SE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 
RUSTINGTON, SUSSEX. ZACHARY MERTON MATER- 
NITY HOSPITAL. (48 Beds.) Applications are invited for a 
RESIDENT HOUSE OFFICER (preferably Female). Post 
vacant 23rd July, 1957. Salary £467 10s.—£577 10s. p.a. according 
to experience, less £125 p.a. for emoluments. 

Applications to be hes a to the undersigned immediately. 

V. Oakton, Group Secretary, 
Worthing pee Hospital Management Committee. 

129, Brighton-road, Worthing, Sussex. 

SALFORD, 6, LANCASHIRE. HOPE HOSPITAL. Salford 
HOSPITAL MANAGEMENT COMMITTE Applic mores gre invited 
for the post of RESIDENT MEDICAL SENIOR HOUSE 
OFFICER at the above Hospital, which becomes gt: on 
17th June, 1957, for a period of 12 months. 

Applications, together with the names and addresses of 2 
referees, should be forwarded to the Hospital Secretary 
immediately. 


SOUTH gig A METROPOLITAN REGIONAL HOS- 
PITAL BOARD. pplications are invited for an appointment as 
Whole-time REGISTRAR in General Surgery to fill a vacancy 
in the approved trainee establishment at the Bromley Group of 
a The appointment will be in accordance with the terms 
a conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 
Eg ving particulars of age, qualifications, and 
rience with relevant dates, together with the names and 

ad es of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
ii, Portland- -place, London, W.1, not later than 15th June, 1957. 


























SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
Applications are invited from registered Medical Practitioners 
to undertake 2 weeny sessions in General Surgery at Minehead 
and West Somerset Hospital, Minehead. Previous experience in 
general surgery is essential. Payment will be at the rate of 
£183 15s. p.a. per weekly 34-hour session. 

Applications, stating date of birth, qualifications and experi- 
ence, should be sent, together with the names and addresses of 2 
referees, to the Secretary of the Regional Hospital Board, 27, 
Tyndalls Park-road, Bristol, 8, not later than 15th June, 1957. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited for the post of RESIDENT or NON-RESIDENT 
CASUALTY OFFICER (Senior House Officer) for a period of 
12 months. Post is recognised for F.R.C.S. and is vacant 16th 
July, 1957. 

Applications, naming 2 referees, to Group Secretary, ey 
o— Hospital Management Committee, Odstock Hospita 

alisbury. 

SALISBURY GENERAL HOSPITAL. Applications are 
invited for the appointment of REGISTRAR to the E.N.T. 
Department. Post recognised for D.L.O. and F.R.C.S. 

Application forms obtainable from, and returnable to, Group 
Secretary, Salisbury Group Hospital Management Committee, 
Odstock Hospital, Salisbury, Wilts. 


SCOTLAND. TAI 








SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Radiotherapy at the 
Royal Infirmary of Edinburgh and the Western General Hos- 
pital, Edinburgh. 

Apply, giving particulars of age, qualifications and previous 
experience, together with the names of 3 referees, to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 22nd June. _ 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Radiotherapy at the Royal 
Infirmary and the Western a a ital, Edinburgh. 

Apply, giving particulars of age, qualifications and previous 
experience, together with the names x 2 referees, to the Secre- 
tary, 11, Drumsheugh- gardens, Edinburgh, 3, by 22nd June. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Whole-time appointment of Transitional SENIOR 
REGISTRAR in Medicine at the Northern Hospital, Dunferm- 
line, from 16th September, 1957, to 31st December, 1958. 
The salary will be at the rate of £1540 p.a. and the person 
appointed should have already completed the greater part of his 
Senior Registrar training in medicine. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 3 referees, to the Secretary, 
11, Drumsheugh-gardens, Edinburgh, 3, by 22nd June. . 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in the Regional Pool of Anss- 
thetists based on the Royal Infirmary of Edinburgh. The 
successful candidate will be seconded for periods of duty in 
peripheral hospitals, details of which may be obtained on 
application. 

Apply, stating age, qualifications, and previous experience, 
and the names of 2 referees, to the Secretary, 11, Drumsheugh- 
gardens, Edinburgh, 3, by 15th June, 1957. 4 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Obstetrics and Gynecology. COUNTY AND CITY OF 
PERTH GENERAL HOSPITALS. Applications are invited for the 
post of REGISTRAR in Obstetrics and Gynrecology in the area 
covered by the County and aw Me Perth General Hospitals 
(main hospitals, Perth Pw al L ary (270 Beds) and Bridge 
of Earn Hospital (8 Beds)). 

Forms of application and further particulars from the Secre- 
tary to the Board, 430, Blackness-road, Dundee, with whom 
applications must be lodged not later than 15th June, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

SENIOR REGISTRAR in Orthopedics based at the Victoria 
Infirmary, Glasgow, with duties at the Royal Alexandra 
Loa fl Paisley, ‘and elsewhere in the Region as may be 
require 
ENIOR REGISTRAR in Psychiatry based at Stobhill 
General Hospital, Glasgow. 

REGISTRAR in E.N.T. Py anid for duties on a rotational 
basis at the Ear, Nose and Throat Hospital and the Western 




















‘ow. 
2 REGISTRARS in E.N.T. Surety based at the Royal 
Infirmary, Glasgow. 1 for duties at Law Hospital, Carluke. 
Applications (12 copies), stating date of birth, guatietiors, 
experience, present a) Ee and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 15th June, 1957. 


SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds.) HOUSE PHYSICIANS. Applications are invited for 
2 posts which will fall vacant mid-July, 1 graded Senior House 
Officer/Pre-registration the other Pre-registration/Senior House 

Officer. Modern hospital with busy department including 
medicine, pediatrics, skins and eyes with busy outpatients 
clinics offering good opportunity for experience. 

Applications, naming 2 referees, to Group Secretary, Scun- 
thorpe Hospital Management Committee. 


SHEFFIELD REGIONAL yy “ws BOARD. Whole- 
time SENIOR REGISTRAR in Obstetrics and G vif 
(transitional ——— 2 soqeires at the acy General Hospi 
ne wee for 1 year in first tance. There are 106 0 tric 
2 gynecological beds including a Professorial Unit at this 
i. ‘ite Applications invited from Senior in 
Obstetrics and Gynecology in their fourth or subsequent years 
and from those who heid such rast for 3 years or more but 


vacated them after Ist “ — 
omeld 1 _ Hospital Board, Old 


Apply to Secre' 
Fulwood-road, She ae . 17th June, 1957, giving age, 
nationality, qualifications, present and previous appointments 


with dates, naming 3 referees. 
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SHEFFIELD, &. CITY GENERAL HOSPITAL. Locum 
SENIOR HOUSE OFFIC ER_(orthopeedics) required for the 
period up to 14th July, 1957. Rate of pay £15 19s. per week. 

Apply, one full details, to the Group Secretary, Sheffield 

No. 1 Hospital Management Committee, Nether Edge Hospital, 
Sheffield, 11. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ROYAL INFIRMARY. pppieatiens invited for the post of 
SENIOR HOUSE OFFICER in wc’: ced at the above 
Hospital. Post vacant 28th August, 19 

Applications, stating age, qualific atiene and experience 
with the names of 3 referees, should be sent not later than 
10th June, 1957, to the Superintendent, Royal Infirmary, 
Infirmary- road, Sheffield, 6. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts : 
Royal Hospital 

(a) NON-RESIDENT REGISTRAR to the Department of 
Neurology. Post vacant 16th July, 1957. This is a large Neuro- 
logical Department in a Teaching Hospital group. Post offers 
wide experience and opportunities for postgraduate training 
and for attending postgraduate teaching in other departments. 

Closing date for applications 5th June. 

(b) REGISTRAR in Clinical Pathology. The successful 
candidate may be required to work in any of the Laboratories 
of The United Sheffield Hospitals. 

Closing date for applications 8th June. 

Applications for the above posts should state age, qualifica- 

tions and experience, give the names of 3 referees and be sent 
to the Chief Administrative Officer, The United Sheffield Hos- 
pitals, West-street, Sheffield, 1. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND y= ty REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 
Whole-time SENIOR SURGICAL REGISTRAR required. 
Initial tenure at Derbyshire Royal Infirmary (133 general 
surgical beds). Possession of a higher surgical qualification 
desirable. Appointment for 1 year in first instance and renewable 
thereafter annually. Incumbent will be transferred to the 
Teaching Hospitals for the second phase of the appointment 
in accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and er to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details from the Senior Administrative Medical 
Officer, Sheffield Regional Hospital Board, Old Fulwood-road, 
Sheffield, 10. Forms to be returned by 17th June, 1957. 
SHEFFIELD. UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of SENIOR REGISTRAR in 
Clinical Pathology. Possession of a higher Ye desirable 
but not essential. The appointment is for 1 year in the ~~ 
instance and will be reviewed annually. It hes been agreed in 
¥ inciple between the Board of Governors of the United Sheffield 

ospitals and the Sheffield Regional Hospital Board that the 
appointment, if extended for the full period, will be divided, 
subject to satisfactory work and progress, between the United 
Sheffield Hospitals and a Hospital in the region (at present The 
Derbyshire Royal Infirmary). 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 8th June, 
1957, to the Chief Administrative Officer, United Sheffield 
Hospitals, West-street, Sheffield, 1. 

SHEFFIELD. UNITED SHEFFIELD HOSPITALS 
BOARD OF GOVERNORS AND SHEFFIELD REGIONAL HOSPITAL 
BOARD. Reciprocal Training Scheme for Senior Registrars. 2 
Whole-time SENIOR REGISTRARS in Radiology poareees. 
1 with initia) gap of oe at the City General Hospital 

Sheffield, and the ey Group of hospitals. 1 with initial 
tenure ot aa at the Leicester Royal Infirmary. Candi 
dates should hold a Diploma in Diagnostic Radiology. Appoint- 
ment for 1 year in first instance and renewable thereafter 
annually. The successful candidates will be transferred to the 
Teaching Hospitals for the second phase of the appointment, in 
accordance with arrangements under the Reciprocal Training 
Scheme. Renewal of appointment and transfer to the Teaching 
Hospitals will be subject to satisfactory work and progress. 

Further details and form of application from the Senior 
Administrative Medica] Officer, Sheffield Regional Hospital 
Board, Old Fulwood-road, Sheffield, 10. Forms to be returned 
by 13th June, 1957. 

SHREWSBURY. CROSS HOUSES HOSPITAL. (34 
maternity beds.) OBSTETRIC HOUSE SURGEON (pre- 
registration post), vacant mid-June, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Chil- 

DREN’S UNIT. SENIOR HOUSE OFFICER or HOUSE 
OFFICER (peediatric). Recognised D.C.H. The Unit consists 
of medical, surgical and fever beds. Vacant mid-July, 1957. 
Married quarters available. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 





SIDCUP, KENT. QUEEN MARY’S HOSPITAL. Senior 
HOUSE OFFICER (casualty and orthopedic) required from 
18th July, or Ist August, 1957. The successful applicant will 
serve 3 months in the Orthopedic Department and 3 months 
as Casualty Officer. The post is recognised under the Fellowship 
regulations as a period of 6 months casualty training. 
Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, should be sent 
to the Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ANAESTHETIC REGISTRAR (resident) required, with duties 
one pe pesenals in the Group. Post recognised for D.A. and 





Forms xy application from, and returnable to, Secretary 
ee Management Committee, Alma-road, Windsor, 
by une 
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SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE SURGEON required (pre-registration post), 1 of 2. 

Applications, with names of 2 referees, to Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
ae SENIOR SURGICAL REGISTRAR required 14th—29th 

une 

Applications, with names of 2 referees, to Secretary. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
RESIDENT HOUSE SURGEON required. Pre-registration 
candidates eligible. 

Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
mofths. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn m a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHEND GENERAL HOSPITAL. Locum E.N.T. 
— required for the period 17th June—25th June, 

57. 

Applications, stating qualifications, previops «gg &e., 
should be sent to the undersigned as — 1 ast post ble. 

3 Secretary. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited from registered or provisionally registered 
practitioners for appointment as RESIDENT HOUSE SUR- 
GEON: Post vacant 20th June, 1957. 

Applications, stating age, qualifications, and previous experi- 
ence, with copies of recent testimonials (1 testimonial sufficient 
from applicants for first appointment) to reach the undersigned 
as soon as possible. FIELD, Secretary. _ 
SOUTHPORT GENERAL INFIRMARY. (189 Beds. 
Recession! for pre-registration.) HOUSE PHYSICIAN. Post 
vacan 

Apply to. ‘Group Secretary, Southport and District Hospital 
Management Committee, Promenade Hospital, Southport. 
SOUTHPORT GENERAL INFIRMARY. (189 Beds. 
Recognised for pre-registration and F.R.C.S.) HOUSE SUR- 
$50 N (general surgery and ophthalmology). Post vacant 


y with 2 copy testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. 

| el te al GENERAL INFIRMARY. (189 Beds. 


HOUSE SUR- 
Rook (general surge yneecology ). 

Apply, with 2 copy testimonials, to Group Secretary, Southport 
and District Hospital Management Committee, Promenade 
Hospital, Southport. 

STAFFORD. ST. GEORGE’S ot mer bes Junior Hos- 
PITAL MEDICAL OFFICER (resident) required. The post 
offers experience in all branches of peych 2 outpatient work, 
medical psychology, psycho-surgery, he Hospital (1238 
Beds with separate unit for ~ ty patients) - a ar 
odmistion-tese and is recognised for training for D.P.M., 

eal for which may now be talon at the University at 

ham. 

Ap slicetions, with names of 2 referees, to Medical Super- 
intendent. 
STAFFORD. — FFORDSHIRE GENERAL INFIR- 
MARY. SENIOR R HOUSE bg Lg wig (anesthetics), Male or 
Female, resident. Recognised for 

Applications to Group Secretary, “Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

STOCKPORT. STEPPING HILL ant ooh, = ~ weed 

Applications are invited from candidates having had experien 

in obstetrics, for the post of SENIOR HOUSE OFFICER 

Cobstetzice and gynecology). This post is recognised for 
1.0.G., and is vacant Ist July, 1957. There are 72 obstetric 

and % gynecological beds. 

Applications, stating age, experience and _ qualifications, 
together with the names of 2 referees, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport. 

STOCKPORT INFIRMARY. (163 Beds.) Ragtieations 
are invited for the resident post of HOUSE OFFICER or 
SENIOR HOUSE OFFICER (medicine). 

Applications, stating age, experience and_ qualifications, 
together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stockport and Buxton Hospital Management 
Committee, 59B, Shaw-heath, Stockport. 

ST. ALBANS CITY HOSPITAL, St. Aibans, Hertfordshire. 
(384 Beds.) Locum Tenens ANASSTHETIC REGISTRAR 
(resident) soueiees from 8th £4, to 11th August, 1957. Post 


recognised for F.F.A.R.C.S. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak ouse, | Catherine-street. St. Albans. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Locum Tenens JUNIOR HOSPITAL MEDICAL 
GRrIcER cpemgent) required for the eecological and obstetric 
wards from Ist June, 1957, for an indefinite period. 

Applications to Secre Herts Group Hospital Manage- 
ment Committee, Bleak om, Catherine-street, St. Albans. _ 


ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) Whole-time JUNIOR HOSPITAL MEDICAL 
OFFICER (resident ) required for the gyneecological and obstetric 
wards. Post vacant about beginning of June, 1957. 
Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
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ST. ALBANS CITY HOSPITAL, St. Albans, Hertfordshire. 
(384 Beds.) HOUSE SURGEON (House Officer grade) required 
for 1 of the 2 General Surgical Teams. Post recognised for 
F.R.C.S. Post vacant 19th June and tenable for 6 months. 
yi ag given to candidates seeking post under the Medical 
Ac 50 

Applications to Secretary, Mid-Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St.. Albane. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds.) Locum Tenens G YNAC \OLOGICAL AND 
OBSTETRIC REGISTRAR (resident) required immediately for 
about 6 weeks. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ASAPH HOSPITAL, St. Asaph. Appointment of 
HOUSE OFFICER. Duties divided Se tween ophthalmology 
(16 Beds), E.N.T. (12 Beds) and oral surgery (4 Beds). 

Applications, stating age, qualifications and experience 

accompanied by 2 recent testimonials, to be sent forthwith 
to the Group Secretary, Clwyd and Deeside Hospital Manage- 
ment Committee, ‘‘ Rhianfa,’’ Russell-road, Rhyl. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
CASUALTY OFFICER in the Senior House Officer grade at 
St. Helens Hospital (196 Beds). The post is approved for the 
6 months training in casualty work required of candidates for 
the Fellowship of the Royal College of Surgeons. 

Applications, stating age, qualifications and experience, and 
giving 2 nnmeee for reference, should be forwarded immedi- 
ately to N. RicHARpDs, Group Secretary. 

Whiston _ Hospital, Prescot. ° 
STOKE-ON-TRENT. ‘NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. (455 Beds.) HOUSE OFFICER (general 
surgery ) required. Pre-registration post. Hospital recognised 


for F.R.C 

Detailed “applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. SENIOR HOUSE OFFICER (E.N.T.) 


Recognised F.R.C.S. and D.L.O. 


required, vacant very shortly. 
i copy testimonials, to Group 


Detailed applications, with 


Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. e 
STOKE-ON-TRENT. TH STAFFORDSHIRE 


ROYAL INFIRMARY. HOUSE PHYSICI AN (general medicine) 
with dermatology. Vacant early July. Pre-registration post. 

Detailed applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 

STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE OFFICER (general medicine) 
with peediatrics, vacant early July. Pre-registration post. 

Detailed applications, with copy testimonials, to Group 
Secretary, Hospital Management Committee, Princes-road, 
Stoke-on-Trent. 
STOKE-ON-TRENT. 
ROYAL INFIRMARY. (455 Beds.) 
peedics ) ee re pre-registration post. 
recognised for F.} 

Applications, ma copy testimonials, to Group Secretary, 
yo Management Committee, Princes-road, Stoke-on- 

rent 
STOCKTON AND THORNABY HOSPITAL. Tees-side 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (casualty) at the 
above-named Hospital, The post is recognised for the F.R.C.S. 
examination and study time will be allowed. The Casualty 
Department is in the charge of a Senior Casualty Officer. 

Applications, stating full details and giving names of 2 referees, 
should be addressed to the Hospital Secretary, Stockton and 
Thornaby Hospital, Bowesfield inne, Stockton-on-Tees. 
SULLY HOSPITAL, Sully, near Penarth, Glamorganshire. 
(324 Beds.) REGISTR AR in Thoracic Medicine. Regional 
Centre for pulmonary tuberculos s and all other chest and heart 
conditions. Resident or non-resident. Subject to review end 
of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
SUNDERLAND. THE ROYAL INFIRMARY. The 
CASUALTY DEPARTMENT. A vacancy will occur early July, 1957, 
for a CASUALTY OFFICER (Senior House Officer grade). The 
Casualty Officer is to take charge of the Casualty Department 
under the direct supervision of a Senior Surgeon. This post is 
recognised for the F.R.C.S. 

Applications, with names of 2 referees, to the Hospital Sec- 

retary, Royal Infirmary, Sunderland. 
SWINDON AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications invited for the appointment of 
SENIOR HOUSE OFFICER as Casualty Officer and Orthopedic 
House Surgeon at Great Western Hospital, Swindon, vacant 
25th June. Post recognised by R.C.S. for 6 months of years 
training under Fellowship regulations. Work of Accident and 
Orthopedic Department, associated with Nuffield Orthopedic 
Centre (Wingfield Morris Orthopeedic Hospital), Oxford, includes 
large number of industrial injuries. Salary £819 10s. p.a., less 
residential emoluments. 

Full details and names of 3 referees to Secretary, 
Swindon, Wilts, immediately. 
oe near MAIDENHEAD. CANADIAN RED 

EMORIAL HOSPITAL. = pin yy invited for post of 
HOUSE PHYSICIAN to Specia Unit for Research in Juvenile 
Rheumatism, vacant 18th July. Post offers scope for those 
interested in research, pediatrics, rheumatology, or cardiology. 

Applications, stating age, qualifications w ith dates, with 
copies of 2 testimonials, to Secretary. 


NORTH STAFFORDSHIRE 
HOUSE OFFICER (ortho- 
Hospital 


7, Okus-road, 





TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant lith July (pre-registration post). 

Applications, stating age, qualifications, with dates, with 
copies of 2 testimonials, to Secretary. ee he Sie 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT SURGICAL REGIS- 
TRAR re quired. 

Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Committee, Alma-road, Windsor, 
by 8th June. _ 
TAPLOW, near 
CROSS MEMORIAL 
(aneesthetics) required. 
resident. 

Applications, with names of 2 referees, to Secretary. 
TAPLOW, near MAIDENHEAD. “CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 17th July (pre-registration post). J 

Applications, stating age, —— with dates, with 
copies of 2 pane mene to Secretary. 

TAUNTON AND SOMERSET HOSPITAL. Applications 
are invited for SENIOR HOUSE OFFICER (casualty and 
orthopeedic) vacant from Ist June, 1957. P 

Applications, stating age, nationality and qualifications 
together with the names of 2 referees, should be forwarded 
to the Group Secretary, Taunton Hospital Management Com- 
mittee, Taunton and Somerset Hospital, Musgrove Park Branch, 
Taunton, Somerset. sat “4 2 ppt SY, 
TAUNTON AND SOMERSET HOSPITAL. Musgrove 
PARK AND EAST REACH BRANCHES. Applications are. invited 
for the post of SENIOR HOUSE OFFICER (anesthetics) 
vacant June, 1957. The Hospital is recognise d for training for 
the D.A. and F.F.A.R.C.S. Previous experience in anesthetics, 
whilst desirable, is not essential. 

Applications, stating age, qualifications and experience 
together with the names of 2 referees, should be forwarded to the 
Group Secretary, Taunton Hospital Management Committee, 
Musgrove,Park Hospital, Taunton. ta 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. (115 
——— ) ne SENIOR HOUSE SURGEON (orthopeedic) 
require 

Applications, with names of 2 referees, to Group Secretary, 

Preston Hospital, North Shields. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane, WAKEFIELD. (158 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE NO. 9 WAKEFIELD A GROUP. RESIDENT SURGICAL 
OFFICER (Senior House Officer grade) required at the above 
Hospital. Salary and conditions of service in accordance with 
national recommendations. 

Applications should be made to the Group Secretary, 113, 

Northgate, Wakefield. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited for position of SENIOR HOUSE OFFICER 
in Thoracic Surgery Department. Salary £819 10s. p.a.; £150 p.a. 
charged for accommodation. 

Written applications, giving full personal particulars, details 
of experience, and*2 names and addresses for reference, to— 

W. BowrinG, Group Secretary. 

Pinderfields General Hospital, Wakefield. 
WAKEFIELD. CLAYTON HOSPITAL. (200 Beds.) 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery, E.N.T. and ophthal- 
ener he ge Ap pproveé. pre-registration appointment, recog- 
nised for F.R.C.S. an Post vacant immediately. Salary 
and conditions of service in accordance with national recom- 
mendations 

Applications to Group Secretary, 113, Northgate, Wakefield. 
WALSALL HOSPITAL MANAGEMENT COMMITTEE. 
CLINICAL PATHOLOGIST (Junior Hospital Medical Officer 
grade), vacant lst August. Full training in pathology and bloqd- 
transfusion. 

Applications, together with names of 2 referees, to Group 

Secretary, Walsall Genera] (Sister Dora) Hospital. 
WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. ANACSTHETIC REGISTRAR required for Weymouth 
Hospitals. Post tenable for 12 months, — possible renewal 
for a further year. Salary accord a or 
£1061 10s. p.a., with deduction of £170 p.a. “t yoo 

Application form, which should be returned, duly PGesstate 
by 15th June, 1957, from Group Secretary, West Dorset Hospital 
Management Committee, Damers-road, Jorchester, Dorset. 


WOLVERHAMPTON. THE ROYAL HOSPIT 


“MAIDENHEAD. CANADIAN RED 
HOSPITAL. SENIOR HOUSE OFFICER 
Post, which is tenable for 1 year, will be 

















THE ROYAL HOSPITAL. (An 
Associated Hospital of the eS ey am x Ne Medical 
School.) Pre-registration HOUSE OFFICERS. Vacancies in 
Surgery occur on 4th July, 15th July, 21st July, 23rd July 

Apply, giving age and qualifications, with copies of ° testi- 
monials, to the Hospital Secretary. wh, 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) Pre-registration HOUSE OFFICERS. _ Vacancies in 
Medicine occur on 12th June, 17th July and 21st July, 1957. 

Apply. with copies of 2 testimonials, to Hospital Secretary. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham ~.University Medical 
School. ) Pre-registration HOUSE QFFICER (peediatrics) 
required, vacant 16th July. 

Apply, giving age and qualifications, with copies of 2 testi- 
monials, to the Hospital Secretary. 
WEST BROMWICH AND DISTRICT GENERAL “HOos- 
PITAL. HOUSE PHYSICIAN, vacant Ist July. Pre-registration. 

Applications, with 3 recent testimonials, to Group Secretary, 
West Bromwich and District Hospital Management Committee, 
Edward-street, West Bromwich. 
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WELSH REGIONAL BUREAU ~~ PRE-REGISTRA- WOLVERHAMPTON GROUP. The Royal Hospital. 
TION HOSPITAL APPOINTMENTS. is anticipated that the JUNIOR PATHOLOGIST required. Salary in Junior Hospital 


It 

following Pre-registration HOUSE OFFICER posts at the 
undermentioned hospitals in the Welsh Region will be vacant 
on the dates given. These posts have been approved by the 
Licensing Body for the employment of medical students who 
after passing their qualifying examinations, are required to spend 
a@ prescribed period in ap »roved hospitals before they become 
eligible for full registration as medical practitioners. 

Forms of application may be obtained from the Regional 
Bureau, Welsh National School of Medicine, 34, Newport-road, 
Cardiff, Wales, and should be returned by 15th June, 1957. 

Newport and East Monmouthshire 
ROYAL GWENT, NEWPORT, Mon. (260 Beds) 

2 medical—ist August, 1957. 

3 surgical—Ist August, 1957. 

1 nrecology (surgical )}—Ist August, 1957. 

St. Wootos, NEWPORT, Mon. (441 Beds) 

2 medical—list August, 1957. 

1 surgical—ist August, 1957. 

1 peediatric (medical }—1st August, 1957. 
PONTYPOOL AND DISTRICT, PONTYPOOL, 

1 medical—Iist August, 1957. 

1 surgical—tist August, 1957. 

Rhymney and Sirhowy Valleys 
CAERPHILLY AND DISTRICT MINERS’, CAERPHILLY, GLAM. 
(198 Beds). (Married ae for 1 House Officer) 

: medical—Ist August, 

2 surgical—ist August, 1987. 
1 midwifery—Iist August, 1957 


Recognised for D.C.H. 
Mon. (126 Beds) 


TREDEGAR GENERAL, Mon. (56 Beds). (Married quarters) 
1 surgical—Ist August, 1957 
St. JAMES, TREDEGAR, Mon. (160 Beds). (Married quarters) 


1 medical—ist August, 1957. 

1 midwifery—ist August, 1957. 
Cardiff 

St. Davip’s, CARDIFF, GLAM. (570 Beds) 

3 medical—list August, 1957. 

1 orthopedic (surgical)—Ist August, 1957. 

1 midwifery—Iist August, 195 

1 pediatric (medical )—Ist August, 1957. 
Merthyr and Aberdare 


MERTHYR GENERAL, ag TypFiL, GLAM. (120 Beds) 
1 medical—tist August, 195 
1 surgical—ist August, i987: 

St. TYDFIL’s, MERTHYR TYDFIL, GLAM. (375 Beds) 


1 medical—ist August, 1957. 
1 surgical—IlIst August, 1957. 
Pontypridd and Rhondda 
EAST GLAMORGAN, CHURCH VILLAGE, nr. PONTYPRIDD (316 Beds) 
medical—ist August, 1957. 
surgical—ist August, 1957. 
orthopeedic (surgical )}— 1st foam, 1957. 
midwifery—Ist August, 
pediatric (medical )}—1st , 1957. 
Mid Glamorgan 
BRIDGEND GENERAL, BRIDGEND, GLAM. (381 Beds) 
2 medical—ist August, 1957 
2 surgical—list August, 1957. 
1 midwifery—ist August. 1957 
NEATH GENERAL, NEATH, GLAM. 
2 medical—Ist August, 1957. 
2 surgical—ist August, 1957. 
1 midwifery—ist August, 1957. 
lantawe 
SWANSEA GENERAL, SWANSEA, GLAM. (401 Beds) 
2 medical—ist August, 1957. 
2 surgical—ist August, 1957. 
MORRISTON HOSPITAL, MORRISTON, nr. 
2 medical—list August, 1957. 
3 surgical—ist August, 1957. 
1 orthopedic (surgical)—I1st August, 1957. 
1 pediatric (medical )}—1st August, 1957. 
LLANELLY, LLANELLY, CARMS. (164 Beds) 
1 medical—ist August, 1957. 
2 surgical—ist August, 1957. 
West Wales 
West WALES GENERAL, CARMARTHEN (188 Beds) 
1 medical—ist August, 1957. 
1 surgical—ist August, 1957. 
PEMBROKE CoUNTY WAR MEM., HAVERFORDWEST (163 Beds) 
1 médical—list August, 1957. 
1 surgical—ist August, 1957. 
Mid Wales 
ABERYSTWYTH GENERAL, ABERYSTWYTH, CARDS. (90 Beds) 
1 medical—ist August, 1957. 
1 surgical—ist August, 1957. 
Caernarvon and Anglesey 
CAERNARVON AND ANGLESEY GENERAL, 
2 medical—ist August, 1957. 
2 surgical—tist August, 1957 
LLANDU DNO GENERAL, Luaxpu DNO, CAERNS. 
2 surgical—ist August, 1957. 
St. DAvViIp’s, BANGOR 36 Beds) 
1 midwifery—list August, 1957. 
Ciwyd and Deeside 
ROYAL ALEXANDRA, RHYL, FLINTS. (136 Beds) 
1 medical—Ist August, 1957. 
1 surgical—ist August, 1957. 
St. ASAPH GENERAL, ST. ASAPH, ” came ieres (208 Beds) 
1 midwifery—list August, 
rexham, Powys and Mawddach 
MAELOR GENERAL, WREXHAM, DENBS. 591 Beds) 
2 medical—ist August, aoe 
3 surgical—ist August, 195 
1 peediatric (medical )—-Ist August, 1957. 
WREXHAM WAR MEMORIAL, WREXHAM, DENBS. (230 Beds) 
1 medical—ist August, 1957. 1 surgical—ist August, 1957. 
1 orthopedic (surgical)—I1st August, 1957. 


b= ODO DO OO 


(412 Beds) 


SWANSEA (501 Beds) 


BANGOR (130 Beds) 


(134 Beds) 
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Medical Officer 


grade. 
experience and 


en service offering wide 
rience in specialty not essential. 
Post vacant shortly. Candidates oar visit Pathol 

Applications to roup Secretary, The Royal Hosp tal, Wolver- 
hampton, by 7th June, 1957. _ a 
pve se BROMWICH AND DISTRICT HOSPITALS 
mene ae oe HALLAM HOSPITAL. Applications are 

m suitabl qualified persons for the post of Part-time 
CLINICAL. ASSIS T in Obstetrics. 2 notional half-days 
“= kly. Appointment to to be subject to annual review. 

Apply, Group Secre West Bromwich and District General 
Hospital, Edward-street, at West Bromwich. 
WeEsT BROMWICH — DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE. ERLEY HILL HOSPITAL. a stay 
and pane FL any Beds.) Applications are from 
Wo! au ed persons for the post of Part-time  OLINIGAL 
png eet & T to carry out 1 "notional half-day per week at the 
above Hospital 

Applications to be submitted to ow, Secretary, west 
Bromwich and District General Hospital, Edward-street, W 
Bromwich, from whom further details may be obtained. 
WEST BROMWICH AND DISTRICT GENERAL HOS- 
— HOUSE SURGEON, vacant immediately. Pre-registra- 

ion. 

Applications, with 3 recent testimonials, 
West Bromwich and District Hospital M 
Edward-street, West Bromwich. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 
(Acute General—210 Beds. ) The undermentioned posts will be 
vacant early in July 

OUSE SURGEON. 

HOUSE PHYSICIAN. 

Applications from either registered medica] practitioners or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality, and enclosing copies of 2 recent testimonials, 
to be forwarded to wv Hospital Secretary immediately. 

. V. OaKTON, Group Secreta ore 
Worthing ‘ Group Hospital Management Committee. 
WIGAN (near). BILLINGE HOSPITAL. Registrar in 
Psychiatry (resident or non-resident) to assist Consultant 
Psychiatrist. Main centre—Billinge Hospital. Active Psychia- 
tric Unit. Modern treatment. Over 300 admissions annually. 
Post recognised for D.P.M. Good training facilities. 

Applications, with names of 2 referees, to Secretary, Wigan 
2 Leigh Hospital Management Committee, Knowsley House, 

gan. 

WIGAN AND LEIGH HOSPITAL MANAGEMENT COM- 
MITTEE. REGISTRAR in Anesthetics required with main 
duties at Royal Albert Edward Infirmary. Recognised for D.A. 
and F.F.A.R.C.S. Experience available in all branches of 
anesthesia including thoracic surgery. 

Applications to Secretary, Knowsley House, Wigan. 











o Group Secretary, 
ement Committee, 














WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) SENIOR HOUSE OFFICER in the Patho- 
logical] Degekneen® vacant 16th September. Preferably resident. 
Duties will include training in the various branches of clinical 
pathology, especially hematology Previous experience 
clinical pathology desirable, but not essential. 

Applications, with copies of 2 testimonials, to the Group 
Secretary. meee ea 
WINDSOR GROUP HOSPITAL gr nh es 
MITTEE. SENIOR REGISTRAR in Cee re 
for 6 weekly half-day sessions at King Edward V Houpital 
Windsor, and 1 weekly half-day session at Maidenhead Hospital. 

Application forms from, and returnable to, Secretary, Windsor 
Group Hospital Management Cemmittee, Alma- road, Windsor, 
by 15th June. 

WINDSOR. KING EDWARD Vil HOSPITAL. House 
PHYSICIAN required, Male or Female, for post vacant 15th 
June. Preference given to persons seeking a pre-registration 














post. 

Applications, stating age, qualifications with dates, nationality, 
and copies of 3 testimonials, to Secretary. 
WINDSOR. KING EDWARD Vil HOSPITAL. House 
SURGEON in General Surgery required, Male or Female, for 
post vacant 13th July. Recognised for F.R.C.S. Pre- 
registration post. 

Applications, stating age, qualifications with dates, nation- 
ality, and copies of recent testimonials, to Secretary. 


WELSH REGIONAL HOSPITAL BOARD. Registrar 
in Psychiatry, Hensol Castle M.D. Institution, Pontyclum 
(779 Beds). Hospital ale gpmge all modern methods of training 
and treatment. ed or —_ accommodation available. 
Subject to review bene of first 

Application forms from Sen be > Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WELSH REGIONAL HOSPITAL BOARD. Registrar 
(psychiatry), Morgannwg Hospital, Bridgend (all modern treat- 
ments, active outpatient clinics, Child Guidance Clinic and 
Psychological Department). Accommodation available. Subject 
to review annually. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in Orthopeedic Surgery at hospitals managed by the North 
West Hospital Management Committee. The terms and condi- 
tions will be in accordance with the application of the Spens 
report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 22nd June, 1957. 
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WELSH REGIONAL HOSPITAL BOARD. Registrar in 
General Surgery, Morriston Hospital, Morriston, near Swansea. 
Resident/non-resident. Subject to review at end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
B.W.l. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Ssonnaee are invited for the following appoint- 
ments vacant August, at the above-named teaching Hospital. 

(i) REGISTRAR Ay ‘Ansathot! cs. 

Salary for this appointment will be within the scale £900— 
£100-£1100 : £1200-£100-£1500 p.a. An unfurnished flat may 
be available at a rental “ Fe 2 from salary ; otherwise a living- 
out allowance will be pay 

(ii) SENIOR CASUALTY. OFFICER (medical). 

Salary will be at the rate of £850 p.a., less a deduction of 
£145 p.a. for board and lodgings, &c. 

Return passages will be paid for 1 person only for each appeint- 
ment and the posts will be tenable for 1 year each. 

Applications, stating age, nationality and details of qualifica- 
tions and experience, together with the names and addresses of 
3 referees or copies of 3 recent testimonials, should be sent as 
early as possible to the Hospital Manager and Secretary, Univer- 
sity College Hospital of the West Indies; Mona P.O. Jamaica, 

, from whom further information may be obtained. 
U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning Ist July and lst September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
other hospitals. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will be paid. Particulars will be sent as soon as application 
is received. Please enclose recent photograph with cooaction. 


Public Appointments 

CK. Applications are 
invited for. the appointment of MEDICAL OFFICER OF 
be apie for the unty of Berwick. Applicants must be 
pag SO agp medical practitioners, and possess the Diploma 
blic Health, or equivalent qualification. The salary is 
£1740-256-21960 p.a., with placing on scale -according to 

experience. A car allowance is granted. 

Copies of ‘*‘ Duties and Conditions of Appointment ’”’ may be 
had from the County Clerk, County Buil uns, Berwick- 
shire, with whom applications should be lo ed, along with 8 
— each of 3 recent testimonials, not later than 29th June, 

















BILSTON BOROUGH COUNCIL. STAFFORDSHIRE 
COUNTY COUNCIL. Applications are invited for the separate part- 
time appointments of MEDICAL OFFICER OF HEALTH 
of the Borough of Bilston and ASSISTANT COUNTY MEDICAL 
OFFICER AND SCHOOL MEDICAL OFFICER, The appoint- 
ments together will constitute whole-time, the allocations being 
6 half-days and 5 f-days, respectively. The proportionate 
salary for each appointment is calculated in accordance with 
the latest agreed scale, and yop will be given for previous 
service in the same capacity, ranges being :— 

Bilston B.C. : £1003 126, ‘ea  E30C4 )-#1123 12s. 8d. 

ver | Couneil : £596 11s. 10d.-£28 8s. 2d.(3)-£31 5s. 0d.(5)— 

A car will be an advantage and an appropriate allowance will 
be paid. The posts are superannuable, and the successful candi- 
date must pass a medical as and produce his birth 
certificate. Applicants must be fully qualified medical practi- 
tioners with experience in public health duties, and must hold 
the Diploma of Public Health or its equivalent. The candidate 
appointed will be expected to reside in Bilston as regards the 
County Council duties, act under the direction of the County 
Medical Officer of Health, and will be required to perform such 
duties as may from time to time be prescribed. As regards the 
duties of Medical Officer of Health, he will be subject to the 
Sanitary Officers (Outside London) Regulations, 1935 and 
1951, and to the sole control and direction of the Borough 
Council. The County Council appointment will be subject 
to 3 calendar months notice in writing on either side. 

Forms of application may be obtained from the County 
Medical Officer, County Buildings, Stafford, and should be 
returned to him not later than by first post on so ae 1957. 

A. M. WILLIAMS, Town Clerk, Bilston 

T. H. Evans, Clerk of the County © Council. 
FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to Chief Inspector of Factories, 19, St. James’s- 


square, London, S.W.1. 
Latest date for receipt 











District County of applications 
__TUNBRIDGE WELIS_.. KENT .. -. 8TH JUNE, 1957 _ 
DERBY. COUNTY BOROUGH OF DERBY. ae 


HEALTH DEPARTMENT. Applications are invited from registe: 
medical practitioners for the appointment of SENIOR ASSIS 
TANT MEDICAL OFFICER OF HEALTH. Preference will be 
given to those possessing the Diploma in Public Health. The 
candidate appointed will be responsible to the Medical Officer 
of Health for the Council’s Immunisation Schemes and such other 
duties as may be prescribed from time to time. The post is 
superannuable and the successful candidate will be required to 
undergo a medical examination. Salary £1210-£50 (4 E55 (3)- 
£1575 p.a. The appointment will be determinable by 2 months 
notice on either side. 

Applications, stating age, qualifications and experience, and 
accompanied by copies of 3 recent testimonials, to be sent within 
14 days of the appearance of this advertisement to the Medical 
Officer of Health, The Council House, Derby 

G. H. EMLYN Touns, Town Clerk. 





DERBYSHIRE COUNTY COUNCIL. County Health 
DEPARTMENT. ASSISTANT MATERNITY AND CHILD 
WELFARE MEDICAL OFFICERS AND SCHOOL MEDICAL 
OFFICERS. Applications are invited from registered medical 
practitioners for whole-time superannuable posts. lary 
£1050-£50-£1200-£55-£1475 p.a. Car allowance. 
nT ee and forms of application are obtainable from 
B. S. MorGan, County Medical Officer, St. Mary’s Gate, 
ers to whom they should be returned by 10th June, 1957. 


FIFE COUNTY COUNCIL. Applications invited from 
registered medical practitioners for appointments of ASSISTANT 
COUNTY MEDICAL OFFICERS OF HEAL in mid- 
Fife Area. Candidates preferred with experience in school 
medical and maternity and child welfare duties and 

a Diploma in Public Health and/or a Diploma in Child Health. 
Salary scale £1050-£50-£1200-£55-£1475, with placing according 
to experience. 

Apptosons., stating age, whether married or single qualifica- 
tions and full details of training and experience, together with 
the names of 3 referees, to be submitted to the County Medical 
Officer, County Buildings, Cupar, Fife, not later than 15 days 
from the appearance of this advertisement. No canvassing. 
MATTHEW POLLOCK, County Clerk. 
County Buildings, Cupar. 


GOVERNMENT OF HONG KONG. Government Patho- 
LOGIST required for duties including vaccine production, 
public health laboratory work, clinical pathology, and post- 
mortem work. The post is a senior one and candidates (who 
should be under 45 years of age) should possess qualifications 
registrable in the United Kingdom, a pos uate Degree or 
Diploma in Pathology or Bacteriology, and have had 5 years 
experience in pathology, including bacteriology. Appointment 
on contract for 3 years. 
Emoluments :— 
(a) Salary £2325 a year. 
(b) Expatriation pay £337 10s. a year. 
(c) Temporary variable cost-of-living allowance (present 
rates) :— 
Single Officers £127 a year. 
Married Officers without children £413 a year. 
Married Officers with children £696 a year. 
(d) Gratuity (taxable) £250 a year. 
Free passages for Officer, wife, sons under 18, and daughte' 
under 21, up to 5 passages in all. uarters when available at 
rental not exceeding 1/7th of basic sa . 
Application forms from Director of Recruitment, Colonial 
Office, London, S.W.1 (quoting No. BCD. 117/51/025). 


LANARK COUNTY COUNCIL require Assistant Count 
MEDICAL OFFICERS AND SCHOOL MEDICAL OFFICE 
who are registered medical practitioners and who hold the 
D.P.H. to take up duty on Ist September, 1957. Duties include 
general public health, maternity and child welfare, medical 
yon» of school children, and such other duties as Council 
assign Medical Whitley Council scale and conditions 
1050-21475). Superannuation. Medical examination. No 
canvassing 


Applications, stating age, qualifications, and experience, 
together with names of 3 referees, to be lodged with County 
Clerk, P.O. Box No. 1, Glasgow, within 14 days of advertisement. 


LONDON COUNTY COUNCIL. Applications are invited 
from registered medical practitioners for appointment as 
ASSISTANT PRINCIPAL MEDICAL OFFICERS in the 
Public Health Department. Inclusive sala £1530-£50- 
£1680-£55-£1790 ; no emoluments. The principal duties 
attaching to the 2 positions to be filled are respectively : (1) 
concerned with inspectorial work in connection with the aged 
and infirm and homeless families; recuperative holidays 
residential nurseries and children’s homes and, (2) concerned 
with work in connection with (a) the duties of the Council under 
a Deficiency Acts, and (b) ascertainment of E.S.N 
c ren 

Application forms from Medical Off.-er of Health (PH/D.1/981), 
24th pg Hall, Westminster Bridge, S.E.1, returnable by 

t une 


MIDDLESBROUGH. _ “COUNTY BOROUGH OF 
MIDDLESBROUGH. ASSISTANT MEDICAL OFFICER OF 
HEALTH for maternal and child welfare. Applications are 
invited from registered medical practitioners, preferably with 
special experience in obstetrics and antenatal care or in child 
health, for duty in the Corporation’s antenatal and child welfare 
clinics. hitley Council conditions of service and salary £1050- 
£1475. Superannuation. 
at plications, with names of 3 referees, to the Medical Officer 
ealth, 26, Southfield-road, a by 2lst June, 
Tost C. Park, Town Clerk. _ 


MONMOUTHSHIRE COUNTY ‘cOUNGIt. The Council 
invite applications from duly qualified medical practitioners for 
the appointment of ASSISTANT MEDICAL OFFICER. 
Experience in refraction work and possession of the D.P.H. or 
similar qualifications would be an vdvantage. The duties will 
mainly the medical inspection .and treatment of school 
children and infant welfare work. The salary will be a tthe rate 
of £1050 p.a. — by annual increments of £50 to £1200 and 

um of £1475. The successful candidate 
will be 44" to act under the direction of the County Medical 
Officer, to devote his/her —— — to the work of the County 
Council and to reside in such pase as the County Council may 
determine. The post will be subject to the provision of the Local 
Government Superannuation Acts and Regulations, and to a 
satisfactory medical examination. 

A schedule of duties to be performed, together with conditions 
of appointment and a form of application can be obtained from 
the County Medical Officer, to whom application, accompanied 
by copies os not more than 3 testimonials, are to be sent by 
8th June, 1 ‘ VERNON LAWRENCE, Clerk of the Council. 

County Hall, Newport, Mon. 
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LUTON. BOROUGH OF LUTON. Deputy Medical 
OFFICER OF HEALTH AND DEPUTY PRING IPAL 
SCHOOL MEDICAL OFFICER. Applications for this appoint- 
ment are invited from registered medical practitioners who 
hold a Diploma in Public Health. Salary scale : £1465-£55(4) 
-£50(1)-£1735. Commencing salary within the scale will be 
commensurate with experience and qualifications. Car allow- 
ance payable. Duties will include work in connection with 
School Health Services, hospital treatment of infectious diseases, 
and Part III Personal Health Services. 

Full particulars and conditions of appointment obtainable 
from the Medical Officer of Health, Public Heaith Department, 


63/69, Guildford-street. Luton, to whom applications should 
be delivered by 25th June, 1957. 
Town Hall, Luton. A. D. Harvey, Town Clerk. 


NORTH WESTERN GAS BOARD. Applications are 
invited for the pensionable appointment of MEDICAL OFFICER. 
The successful candidate will be based at Manchester and will 
work under the direction of the Chief Medical Officer. 
commencing salary will be £1500 p.a. 
obtained on request. 

Detailed applications, giving the names of 2 referees, should 
reach the Secretary, North Western Gas Board, 60, Whitworth- 
street, Manchester, 1, within 21 days. 


i The 
Further details may be 


OLDHAM. COUNTY BOROUGH OF ‘OLDHAM. | Applica- 
tions are invited from registered medical practitioners for the 
appointment of ASSISTANT MEDICAL OFFICER OF 
HEALTH AND ASSISTANT SCHOOL MEDICAL OFFICER, 
which affords an excellent opportunity for obtaining experience 
in the Public Health and School Health Services. Salary £1050— 
£50-£1200-£55-£1475 p.a. The point of entry will be fixed 
according to qualifications and experience. The appointment is 
superannuable and subject to medical examination. 
Applications, stating age, qualifications, and experience, 
should be forwarded to the Medical Officer of Health, Public 
Health Department, Town Hall, Oldham, together with copies 
of 2 testimonials, or the names of 2 persons to whom reference 
may be made. EDWARD HAINES, Town Clerk. 


PUBLIC SERVICE OF SOUTH AUSTRALIA. Medical 
OFFICERS for Mental Institutions. Applications are invited 
for posts in 3 State Mental Hospitals with approximately 2700 
patients, situated in the suburbs of Adelaide from qualified 
practitioners with at least 4 years experience in full-time 
psychiatry and who hold the Diploma in Psychological Medicine. 
Salary range : £42066-£A2301. No right of private practice 
is permitted. 
‘irst-class passages by sea will be paid for Officers and families, 
assistance towards removal expenses given and housing arranged. 
Inquiries and applications, giving full details of qualifications, 
experience, age, marital status, war service (if any) and enclosing 
copies of 2 references, should be sent to the Agent General for 
a Australia, South Australia House, Marble Arch, London, 











TREASURY MEDICAL SERVICE. Applications are 
invited from medical practitioners, practising in the districts 
detailed below, for appointment, in a part-time and mainly 
advisory capacity, as LOCAL TREASURY MEDICA 
OFFICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates 
the Head Post Office Area in which the place, or group of places, 
is situated. Successful applicants will be required to examine 
and report on the condition of certain Government Officers, 
teachers, candidates for appointment, &c., who may be referred 
to them from time to time; and to attend when summoned 
to an emergency case of accident or sudden illness occurring 
in a Government office in the neighbourhood. Fees for this 
work, and mileage allowance where necessary, will be paid 
on a scale agreed with the British Medical Association. 
Intending applicants should write, within 14 days, to Treasury 
Medical Adviser, Treasury Chambers, Whitehall, S.W.1, for 
@ form on which application may be made. Applicants should 
be not more than 60 years of age. 
The places for which applications are invited are as follows :— 
ENGLAND AND WALES 
Borth, Bow Street and Talybont (Aberystwyth). 
Seahouses and Chathill (Alnwich). 
Steyning (Brighton). 
Woodlands, Adwick le Barmburgh 
(Doncaster). 
Norton in the Moors, Milton, Endon, Abbey Hulton and 
Stockton Brook (Stoke-on-Trent ). 
Ventnor (Ventnor, Isle of Wight). 
Crownhill (Plymouth). 
Bingley (Bradford). 
NORTHERN IRELAND 
Rathfriland (Newry). 
WARWICKSHIRE COUNTY COUNCIL. County Medical 
OFFICER OF HEALTH’S DEPARTMENT. Applications are invited 
from registered medical practitioners for the 2 Pemmene ws 
ment of ASSISTANT COUNTY MEDICAL OFFICER OF 
HEALTH (Male). Preference will be given to those holding the 
D.P.H. or D.C.H. and with previous experience. Conditions of 
service and salary (21030-£1475) will be in accordance with the 
Whitley Council. The successful candidate will be required to 
rovide a motor-car in the performance of duties, for which 
per Council scale allowances are payable. 
er particulars, including details of area and duties, and 
the County Medical 
date for applica- 


Street, Carcroft and 


application forms may be obtained fro 
Officer of Health, Shire Hall, Warwick. C 
tions is 22nd June, 1957. 
L. EDGAR ‘STEPHENS, Clerk of the Council. 
Shire Hall, Warwick, 16th May, 1957. 





Hospital Services : Non-Medical Appointment 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS 
BIOCHEMIST required for the above group of Teaching Hos- 
pitals to work primarily at the Jessop Hospital for Women. 
The successful candidate will be responsible to the Consultant 
Pathologist for the routine Biochemical work and also for 
endocrine Le | work requiring a working knowledge of steroid 
chemistry e appointment is in accordance with Whitley 
a terms and conditions as Senior or Basic grade Bio- 
chemist. 

Applications, not later than 17th June, 1957, to Chief 
Administrative Officer, The United Sheffield Hospitals, West- 


street, Sheffield, 1. 
Miscellaneous 


Colombo, Ceylon. Applications are invited from duly 
qualified medical practitioners for appointment as _ full-time 
Medical Officer to the Colombo Medical Scheme recently formed 
by banks and business houses for the benefit of their European 
personnel and families. Candidates should have considerable 
experienc e in general practice including obstetrics and preferably 
also in emergency surgery. Initial contract for 3 years with 
first-class return passage provided for appointee and family. 
House, car, and superannuation provided. Initial salary Rs.3500 
per month (£3150 p.a.) with prospects of improvement. 
Vrite in first instance to Box Y.336, c/o STREETS, 110, Old 
Broad-street, E.C.2. 
Medical Officer required August/September by Mining 
Company in Sierra Leone. Interesting and constructive field 
work. Applicants should have wide general medical experience 
and ability to do emergency surgery. D.T.M. & H. an advantage. 
Commencing salary according to age and experience but not 
less than £2000 p.a. » plus 5% bonus, plus, for married man, £10 per 
month marriage allowance ‘and £5 per month for each child under 
18. Salary reviewed annually. Retirement under contributory 
pension scheme at age 55. Tours of duty approximately 15 
months followed by liberal leave on full salary in U.K. Return 
passage paid, free furnished quarters. Life Assurance and 
Dependants Income Schemes.—Write, giving full particulars, 
stating age, married or eines’ s. © SIERRA LEONE DEVELOPMENT 
Co. Lrp., Department MO.2, City-Gate House, Finsbury- 
square, E.C.2. Lt 
Medical Officers—British Quiana. 2 Male Medical 
Officers required for fully equipped hospital in bauxite mining 
community. Applicants should have 5-10 years general practice 
with experience in surgery, and should be graduates registered 
in Great Britain. Periodic home leaves. Top salary. Semi- 
furnished houses provided at nominal rental. Age 30-40, 
preferably married.—Write, Box Y.335, c/o STREETS, 110, Old 
Broad-street, E.C.2. 
Medical Officers required by Falkiand Islands Depen- 
oo Survey for tour of 18 or 30 months service in Antarctic 
Unique oopertaety for research on polar physiology. 
Suitable candidates will be given research training at the Divi- 
sion of Human Physiology, National Institute for Medical 
Research, Lanne. To leave ‘quarte = October, 1957. Salary 
£625 a year. Free passages, rs, messing and canteen 
stores. Liberal leave on full sa salary. Candidates must possess 
ualifications registrable in the United Kingdom.—wWrite to 
the Crown Agents, 4, Millbank, London, 8.W.1. State age, 
name in block letters, full qualifications and experience and 
quote M3/44020/LD 
Assistant, no vlow. industrial 
Birmingham. Must own car. Proportion midwifery, yielding 
approximately £1200 gross.—Address, No. 298, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 
M.B., B.s. (London), B.Sc. (Chemistry), Ph.D., experience 
general medicine, psychiatry, biochemistry (teaching post), age 
39, seeks employment, preferably London area.—Address, No 
ys THE LANCET Office, 7, Adam-street, Adelphi, London, 
C. 


























Married quarters gratis. 


“ Pregnancy Diagnosis by the Xenopus “Method,” 24-hour 
service. Send specimens of urine and £1 Is. fee. Hematology, 





Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 








Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTpD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. 

Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines 
—SYBIL ean. in Heath-street, Hampstead, London, N.W.3 
(HAM_5329/050 

Professional, technieal and oe typewriting. 
cating, circularising, .» efficiently and speedily 

“* MowBRay,” 146, Ft wy E. 








Dupli- 
executed.— 
.2 (BIS. 2545, BAR. 7665). 
Doctor requires resident working cook-housekeeper, South 
Essex. Daily help. bg 2 state previous experience and wages 
required.—Address, roe’ 299, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C.2 
Exchange of automobile in United States. American 
physician would like to exchange use of his automobile in 
a for use of one in London for 1 year beginning September, 
957. Will any interested prospective visitors to Boston please 
ban 3 : Dr. RICHMOND PAINE, 300 Longwood-avenue, Boston, 15, 
Massachusetts. — 
For Sale: 1 Newton & Wright single valve HT un wan 
in Oak Cabinet, 30 ma. 90 kV, with mobile “oy desk, 
Offers invited. —Address, No. 300, tan 


excellent condition. 
LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
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Mandelamine Hatgrams 


for sustained, specific, safe therapy of 


chronic urinary infections 






High antibacterial potency No drug resistance 


Minimal side effects Maximum convenience 


No crystallization in the kidneys to the patient 


Each Hafgram tablet contains 0-5 g. (gr. 74) Methenamine (hexamine) mandelate 


In bottles of 30 - Samples and literature on request 


MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON S.E.5 


*‘Mandelamine’ is the registered trade mark of Nepera Chemical Co. Inc. 
M:PAI7 
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When spring 
means Hay Fever 


NEOPHRYN With Antihistamine 
nasal spray safely relieves the 
symptoms of allergic rhinitis. 


Nasal congestion is relieved and 





























































































































local irritation reduced, without 
rebound congestion or other 


troublesome side-effects. 





































































































ar Trade Mark 






































with Antihistamine 









































1-m-hydroxy-a-methylaminomethyl benzy 





















































+ alcohol HCl 0.5%, with thenyldiamine 












































HCI 0.1%, supplied in a yellow plastic 









































atomiser. Basic N.H.S. cost : 2s. 8d. 
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Neville House, Kingston-on-Thames, Surrey 
Associated exporting company: WINTHROP PRODUCTS LTD. 

















